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EDITOR’S COMMENT 


ANY important subjects are represented 
in this month’s issue of the ABSTRACT. 
Pemberton’s discussion of technical dif- 

ficulties in the surgery of the thyroid (p. 351), 
Breitner and Just’s review of 103 cases of malig- 
nant goiter from von Eiselsberg’s clinic (p. 3 | 
and McCarrison’s study of some problems of 
thyroid disease (p. 350) are helpful contributions 
on the subject of thyroid surgery. 

Parker and Adson’s report of eight cases of 
compression of the spinal cord and its roots by 
hypertrophic osteo-arthritis (p. 356), Elsberg’s 
discussion of some aspects of diagnosis and treat- 
ment of tumors of the spinal cord (p. 358), and 
Adson’s review of the same subject, based on 189 
cases, (p. 357) are important additions to the 
literature of spinal cord surgery. Three reports 
from European clinics—by Perret, Piquet, and 
Giraud (p. 362), Morone (p. 359), and Donadio 
(p. 359)—upon the ablation of the phrenic nerve 
in the surgical treatment of pulmonary and 
pleural disease indicate the growing interest in 
the possible value of this surgical procedure. 
Dandy and Reichert’s experimental study of the 
effect of hypophysectomy on the maintenance of 
life (p. 355), Marriott’s discussion of hydro- 
cephalus (p. 355), and Peet’s report of the results 
obtained by the use of various hypertonic 
solutions for the reduction of intracranial tension 
(p. 356) touch other problems in neurological 
surgery. 

A number of helpful papers on, the surgery of 
the liver and bile passages are reviewed in the 
section on abdominal surgery. C. H. Mayo’s 
review of the subject of gall stones and diseases 
of the gall bladder (p. 380) is an admirable pre- 
sentation of the modern concept of this important 
subject. Judd and Burden’s interesting report 
of the management of a case of postoperative 
obstructive jaundice (p. 377), Gosset, Desplas, 
and Bonnet’s review of 111 cases of perforation of 
the stone-containing gall bladder into the peri- 
toneal cavity (p. 381), Judd’s discussion of some 
difficulties in the surgical management of disease 
of the biliary tract (p. 379), Moszkowicz’s and 


Kuttner’s attitude on the question of early 
operation on the bile passages (p. 382), represent- 
ing the viewpoint of the surgeon and the in- 
ternist, all deserve careful attention. Wallace 
and Diamond’s report of a simple method for 
estimating the amount of urobilinogen in the 
urine and the significance of this determination 
(p. 378), and Ravdin’s estimation of the clinical 
value of the Van den Bergh test (p. 376) indicate 
the constant search for more accurate methods in 
the diagnosis of pathological conditions of the 
liver and bile passages. 

Buie’s helpful discussion concerning common 
diseases of the rectum, anus, and sigmoid (p. 375), 
Yokota’s report of 161 cases of carcinoma of the 
rectum from the surgical clinic of Kyushu Uni- 
versity in Japan (p. 374), Phillips’ description of 
the technique of surgical treatment of colitis 
(p. 370), and Gerzowitsch’s review of the results 
of various methods of treating diverticulosis of 
the large intestine (p. 370) will be of particular 
interest to the gastro-enterologist and abdominal 
surgeon. 

Sandahl’s observations on retroperitoneal rup- 
ture of the duodenum, a résumé of the surgical 
treatment of gastric ulcer in von Eiselsberg’s 
clinic (p. 368), and Delore and Creyssel’s dis- 
cussion of postoperatively recurring ulcers (p. 366) 
are a few of a number of interesting papers on 
gastric surgery. Palma’s report of a case of 
peritonitis of appendiceal origin in a hernial sac 
diagnosed as strangulated hernia (p. 372) and 
Bowers and Arn’s review of the indications for 
splenectomy (p. 384) concern other interesting 
subjects in abdominal surgery. 

A symposium by Finzi, Webster, Morton, and 
others on radium and X-ray therapy in diseases 
of the bladder and prostate (p. 393), Harrington 
and Plankers’ account of some specific cases of 
empyema illustrating some of the difficulties in 
the treatment of this condition (p. 363), and 
Rona’s experiences in the treatment of old sup- 
purative pleurisy (p. 363) are afew of many other 
interesting and helpful abstracts in this month’s 
issue. 
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Babbitt, J. A.: Some Observations on Lateral Sinus 
Thrombosis. Virginia M. Month., 1925, lii, 209. 


The lateral sinus may become infected by direct 
bone extension of infection from a diseased mastoid; 
by direct extension from the tympanic cavity and 
external canal to the jugular bulb; by primary in- 
fection of the jugular bulb; and by the extension of 
infection through small veins or anastomotic 
vessels. 

The causes of sinus thrombosis are slowing or stag- 
nation and eddying of the blood; hemolysis; bacteria 
and their products; and disease and injury of the 
vessel wall. In a large percentage of cases of peri- 
sinus abscess in which resection of the sinus wall is 
unnecessary and recovery results after prompt surgi- 
cal drainage even when there are premonitory men- 
ingeal symptoms, phlebitis is probably the only con- 
dition present. 

The diagnosis of thrombosis is usually based upon 
chills, a septic type of fever ranging from 103 to 105 
degrees F., postauricular pain, tenderness and swell- 
ing extending to the jugular vein, a doughy feeling 
along the course of the jugular vein, turning of the 
head toward the affected side, choked disk, oph- 
thalmic vein involvement, bacteremia, and poly- 
morphonuclear leucocytosis. The author’s recent 
cases have not presented the usual signs of laryngeal 
paralysis, jugular vein bruit noted with the stetho- 
scope, oedema of the eyelids, and exophthalmos. In 
some very definite cases of thrombosis a low leuco- 
cyte count seemed to be the rule. When thrombosis 
Is suspected, a blood culture and X-ray examination 
should be made. 

A case is reported in which, as a last resort, a 10-c. 
‘m. intravenous injection of mercurochrome was 
given. The septic fever dropped to normal in three 
days and convalescence was uninterrupted. 

Babbitt reports also five somewhat atypical cases 
and draws the following conclusions: 
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Lateral sinus thrombosis or phlebitis is often ante- 
cedent to systemic infection. 

In the absence of a positive blood culture, explora- 
tion of the sinus is indicated when the ear history and 
other symptoms point to this focus. The leucocyte 
count is too variable an index to be of great value. 

Persistent low-grade mastoiditis will frequently 
reveal a perisinus abscess. 

In selected cases blood transfusion and injections 
of mercurochrome have proved effective. 

In cases of suspected sinus infection, blood culture 
and X-ray study should be primary procedures. 

The sigmoid sinus area is too often overlooked in 
the elimination of foci of infection. 

The response to appropriate sinus surgery is sur- 
prisingly favorable. Wa ter C. Burket, M.D. 


Fay, T.: The Surgical Relief of Pain in Deep Carci- 
noma of the Face and Neck. Am. J. Roentgenol., 
1925, Xiv, I. 

Of the four main pathways of pain fibers from the 
head and neck to the brain stem, the fifth nerve is 
the most important as it supplies the greater portion 
of the face, the sinuses, the nose, the mouth, and the 
tongue. When a carcinoma is confined to the area 
of the fifth nerve or one of its branches, there are two 
possible methods of treatment: 

1. Injection of alcohol into the trunks of the 
second and third divisions behind the growth. This 
results in freedom from pain for from nine months to 
three years. 

2. Section of the posterior root of the gasserian 
ganglion. This procedure is indicated when the 
growth involves more than one division of the fifth 
nerve or is so situated that injection is unwise because 
of distortion of the structures or the possibility of 
entering the growth with the needle and favoring its 
extension. 

Fay believes that neurectomy is advisable only 
when operative procedures must be confined to the 
minimum and the prognosis is hopeless. 
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The second most important group of nerves to be 
involved are the upper cervicals. In such cases the 
treatment indicated is cervical rhizotomy or the ex- 
posure of the upper cervical cord by laminectomy 
and ligation of the dorsal cervical roots on the side 
of the lesion as they enter the cord. 

Fay concludes this article with a detailed case re- 
port and the following conclusions: 

Avulsion of the posterior root of the fifth nerve has 
proved of value for the relief of pain from deep carci- 
noma of the face involving the branches of this nerve 
and for the induction of anesthesia of the involved 
area to permit extensive treatment of the growth 
without discomfort. 

Ligation of the posterior roots of the cervical 
nerves has been successfully performed for the in- 
volvement of the cervical plexus and cervical roots. 
Section of the petrous ganglion of the ninth nerve is 
possible when the invading tumor enters the dis- 
tribution of this nerve, causing pain, but as yet 
this procedure has not been undertaken for car- 
cinoma. 

Sympathectomy is possible, but no results are yet 
available for carcinoma involving the vessels or 
sympathetic ganglion. Emi. C. RositsneK, M.D. 


EYE 


Goar, E. L.: Alternating Convergent Squint. J. 
Am. M. Ass., 1925, 1xxxv, 101. 


Goar sent a questionnaire to prominent American 
ophthalmologists asking about their experience with 
convergent squint. He classifies and discusses their 
answers, especially with regard to the diplopia fol- 
lowing operation and ultimate binocular vision. He 
then reports two cases in full, one that of a 10-year- 
old girl who began to squint in her fourth year and 
the other that of a man 35 years old who had squinted 
since early childhood. 

Emphasis is placed on the value of fusion training 
with the amblyoscope and stereoscape before as well 
as after operation. The author’s results were not 
perfect binocular single vision but such coérdination 
that bar reading was possible and diplopia was 
easily obtained. Vertically placed prisms were nec- 
essary at first. Tuomas D. ALLEN, M.D. 


Curran, E. J.: Subconjunctival Cauterization of 
the Sclera Over the Ciliary Body with the Gal- 
vanocautery to Reduce the Intra-Ocular Pres- 
sure in Advanced Glaucoma: Preliminary Re- 
port. Arch. Ophth., 1925, liv, 321. 


It has been known for some time that the applica- 
tion of heat in glaucoma causes a reduction in the 
intra-ocular pressure. Spontaneous staphyloma of 
the sclera and ciliary body has produced a temporary 
drop in the tension. Curran has attempted to re- 
duce the tension by applying heat in the ciliary re- 
gion to cause a staphyloma which would act as a 
decompressor and at the same time destroy the 
aqueous-humor-forming properties of a part of the 
ciliary body. 


. 
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A horizontal incision about 20 mm. long was made 
10 mm. above the cornea and the conjunctival and 
subconjunctival tissues were dissected down to the 
cornea. Over the ciliary region in an area 8 mm. in 
diameter the sclera was touched with the cautery at 
a dull heat. The conjunctival flap was then replaced. 
There should be destruction of the sclera without 
entrance into the anterior or posterior chamber. The 
charred tissue was not removed. 

Of twelve cases in which this procedure was carried 
out on sixteen eyes five showed good results. 

Vircit Wescott, M.D. 


Rawson, E. D., and Adrogué, E.: The Results of 
Trephination of the Posterior Ethmoidal Cells 
and the Sphenoidal Sinus in Cases of Probable 
Rhinogenic Optic Neuritis (Resultados opera- 
torios de la trepanaci6n de las células etmoidales 
posteriores y del seno esfenoidal en casos probables 
de neuritis rinogénas). Semana méd., 1925, xxxii, 
481. 

The authors report fifteen cases of rhinogenic 
optic neuritis. Surgical intervention resulted in a 
cure in some of them and improvement in others. In 
no instance was the operation prejudicial to the 
patient. With few exceptions, the tendency of optic 
neuritis is toward spontaneous cure, regardless of its 
cause. This is true especially of the syphilitic type 
and is evident from the fact that in certain cases of 
atrophy following neuritis visual function and con- 
centration of the visual field are relatively good when 
no treatment at all has been given or the course of 
treatment has been incomplete. 

A study of the field of vision to determine the site 
of the lesion in the optic nerve reveals nothing more 
than functional disturbances the causes of which may 
be varied. It does not solve the problem of neuritis 
of rhinogenic origin. Especially in recent retrobul- 
bar neuritis, operation has proved curative. A 
stereoscopic X-ray examination is indispensable. Op- 
erative intervention is indicated in cases of optic and 
retrobulbar neuritis in which a thorough examina- 
tion with all known diagnostic methods has failed to 
demonstrate the cause. WuittiAMR. MEEKER, M.D. 


EAR 


Keen, J. A.: Is Localization of Sound a Function 
of the Membrana Tympani and Ossicles? J. 
Laryngol. & Otol., 1925, xl, 363. 

The author undertook to discover experimentally 
whether monaural sound localization is possible and, 
if so, whether it is possible without the drum or 
ossicles. 

For monaural localization the tick of an ordinary 
alarm clock was used as the sound, this being of 
such low intensity that the other ear can easily be 
occluded. It was found that monaural localization 
is not only possible but improvable with practice. 

The second group of experiments was carried out 
on a patient who had undergone a radical mastoid 
operation. In this case there was good sound per 
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ception but no monaural localization on the side 
operated upon. 

From these experiments the author concludes 
that monaural localization is probably dependent 
upon a mechanism of lateral movements of the drum 
and ossicles and has possibly an end-organ in the 
saccule, and that this form is not possible without 
the middle ear structures. 

Georce R. McAuttrr, M.D. 


M’Cart, H. W. D.: Tuberculous Disease of the 
Middle Ear. J. Laryngol. & Otol., 1925, xl, 456. 


Of 4,285 patients with chronic otitis media, 1.3 
per cent were tuberculous. Of these, 84 per cent 
were under 15 years of age. The majority of those 
with tuberculosis were between the ages of 2 and 5 
years. 

In the author’s opinion, the common route of in- 
fection is the eustachian tube. In children, the in- 
fection is due to the ingestion of milk from tubercu- 
lous cows and is therefore of the bovine type. 

Of the 845 cases of chronic otitis media in which a 
radical mastoid operation was done, 4 per cent 
showed tuberculosis. 

Cortical perforation was found in 65 per cent, 
caries of bone in 52 per cent, and sequestra in 20 per 
cent. 

Asa rule, tuberculous otitis media has an insidious 
onset. In 25 per cent of 546 cases a discharge was the 
first sign of the condition. Enlargement of the 
glands about the ear or in the neck was present in 94 
per cent. Facial paralysis occurred in 39 per cent of 
the children but in none of the adults. 

Intracranial complications other than tuberculous 
meningitis are rare. Labyrinthitis is more apt to 
follow tuberculous than non-tuberculous otitis media. 

In 72 per cent of the cases reviewed the diagnosis 
was made by microscopic examination of granula- 
tions or bone. Tubercle bacilli were found in only 
one case. 

Of thirty-six children under 15 years of age who 
were operated upon, twenty-six were traced. Twenty- 
one are alive and well, having no tuberculous lesion 
in any other part of the body so far as is known. 
Twelve of these were operated upon from eight to 
twelve years ago. Five died—four from tuberculous 
meningitis and one from scalding. 

Of ten children under 15 years of age who were not 
operated upon, replies were received regarding seven. 
Two died from tuberculous meningitis. Five still 
have an aural discharge but no pain, and three of 
these have enlarged glands about the ear and neck. 

Tuomas C. GALtoway, M.D. 


Beck, J. C., and Pollock, H. L.: The Present Status 
of Electrotherapeutic Measures Used in the 
Practice of Otolaryngology. Ann. Otol., Rhinol. 
& Laryngol., 1925, xxxiv, 403. 

Electricity and rays of certain types have a dis- 

unct therapeutic value but in order to obtain the 

maximal desired effect their action must be thorough- 
ly understood. 
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The currents most extensively employed in medi- 
cine are the galvanic and faradic currents. These are 
used chiefly to stimulate muscles the controlling 
nerve of which has been destroyed and muscles which 
have become atrophied from disuse; also to test 
muscles for the reaction of degeneration. 

A sinusoidal current is one the voltage tracing 
of which resembles a sine. It is employed to stimu- 
late atonic muscles without a reaction of degenera- 
tion. 

The high frequency current is a current with an 
oscillation frequency above 30,000 per second. The 
general reaction from its use is an increase in metab- 
olism and a decrease in the blood pressure. In the 
authors’ opinion, the local reaction is without bene- 
fit. 

Leucodescent heat and diathermy have been 
widely used with gratifying results. Leucodescent 
heat is employed in the treatment of acute sinus in- 
fections, acute otitis media, acute cellulitis, gland 
infections, and furunculosis. Diathermy is used to 
obtain a high degree of heat, intense hyperemia, 
the absorption of an effusion, relaxation of muscular 
spasm, relief from the pain of neuritis, and steriliza- 
tion of a chronic suppurative process. 

Fulguration has been abandoned by the authors. 

Endothermy or radiofrequency is a high frequency 
current with oscillations of millions. The small elec- 
trode does not coagulate the tissues but cuts through 
them and, though the knife is cold in the ordinary 
sense, it sears sufficiently to close any but the largest 
vessels. 

The Percy cautery has been dispensed with by the 
authors except as a palliative agent. The electro- 
cautery, when properly used, is of great benefit. 

The electrical pulsator may have a beneficial effect 
in some cases as a psychic influence. Vibrators have 
very little therapeutic effect. 

Ozone is no longer employed in otolaryngological 
practice. 

The authors have abandoned also the use of elec- 
trolysis. 

In hyperesthetic rhinitis. furunculosis, hay fever 
and asthma, ultraviolet rays have proved of great 
value but in sinus disease are without benefit. Infra- 
red rays have not been used by the authors in a 
sufficient number of cases to warrant an opinion as 
to their effects. 

The X-rays are of value in the treatment of carci- 
noma, but the authors have never seen a true carci- 
noma cured by them. In sarcomata their results have 
been good in a small percentage of cases. 

ManrorpD R. Wattz, M.D. 


Malan, A.: The Clinical Value of Kisch’s Auriculo- 
Palpebral Reflex (De la valeur clinique du réflexe 
auriculo-palpébral de Kisch). Arch. internat. de 
laryngol., 1925, XXXi, 425. 

In 1918 Kisch described a reflex consisting of more 
or less firm closure of the eyes as the result of tactile 
or thermal stimulation of the deepest part of the 
external auditory meatus and tympanum. These 
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parts were touched with a stylet covered with filter 
paper or stimulated with water at a temperature 
between 16 and 25 or 45 and so degrees. The normal 
subject was said to react by closing his eyes for as 
long as two seconds; in some cases the reaction in- 
cluded blepharospasm, inclination of the head to- 
ward the stimulated side, and lachrymation. Kisch 
found this reflex always present in normal persons. 
If it was absent, if it appeared after stimulation of 
one ear and not after stimulation of the other, and if 
the eyes remained closed longer than four seconds 
after the use of cold water the presence of a local 
or general change was indicated. 

The author tested these statements on 119 ab- 
solutely normal subjects who were candidates for 
positions as military pilots, and on a considerable 
number of patients with ear diseases, excluding 
those with acute and suppurating diseases of the 
external and middle ear on whom the test could not 
be made accurately. He found that the reflex was 
not produced by tactile stimulation in 81 per cent of 
normal subjects nor by thermal stimulation in 20 
per cent. One cause of the difference between his 
results and those. previously reported may be that 
Kisch and Wodak consider as one type of the re- 
action a fibrillary contraction of the eyelids without 
closure. The author does not regard this as a posi- 
tive reaction because it is too difficult to distinguish 
between a spontaneous and an induced winking. 

Malan reports also that he did not find that an 
exaggerated reflex is an indication of a pathological 
condition. He noted that the reaction was particu- 
larly marked in subjects who were hyperexcitable to 
labyrinthine stimulation and who reacted to rota- 
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insertion of the cartilage, any lateral deformity 
should be rasped off or it will still show after the nose 
has been elevated. Although the cartilage is fre- 
quently inserted through an incision across the 
bridge of the nose, the cosmetic result is better if it 
is inserted through an incision below the tip. No 
infections have followed this method, and the results 
have been very satisfactory. The operation is usu- 
ally performed under local anesthesia. 

Humps over the nasal bones and the nasal proc- 
esses of the superior maxilla are usually removed 
through an incision inside the lateral wall of the nose. 
Small dissecting scissors are carried up onto the nasal 
bones, and the skin over the entire bony structure 
of the nose is elevated. The hump is rasped off by 
rasps that cut with a pulling movement. Large 
humps are better removed with saws or bone forceps. 
In order to prevent the formation of a hematoma it 
is essential that pressure be applied over the bridge 
of the nose. Various types of splints are used for the 
purpose, but gauze with adhesive plaster is usually 
satisfactory. In twelve hours the skin over the 
bridge of the nose should be exposed to make 
sure that the pressure is not sufficient to cause 
sloughing. 

Nasal deformities which require refracturing were 
formerly cared for under general anesthesia. To re- 
fracture the nasal bone a piece of gauze was applied 
over the most prominent part of the nose and struck 
with a mallet. Today, these cases are treated under 
local anesthesia. An incision is made inside the 
nose, the skin is freed from the bony structure, and 
then, by means of forceps, the nasal bones and the 
nasal process of the superior maxillary bones are 





tion with nausea, vomiting, pallor, sweating, or loss _refractured and placed in correct alignment. On or | 

of equilibrium for a long time after the rotation, but _ the concave side of the nose this is done by rotating stag 

these subjects cannot be classified as pathological the upper part of the fragment outward, while on inte 

simply because of their hypersensitiveness to rota- the convex side the upper part of the fragment whi 

tion. ‘ is rotated inward. Pressure is applied by means as a 

j While Kisch did not believe that there is any re- of small rolls of gauze held in place by adhesive sept 
/ lation between his sign and changes in the labyrinth, _ plaster. a teet] 
i the author found a very marked relation between It is difficult to correct harelip nasal deformities as tl 
hyperreaction to rotation and hyperreaction to in adults. After the ala is brought to its correct flam 
i stimulation of the external meatus and tympanum. position there is always some flattening of the side D 
i This parallelism was noticed in normal subjects and of the nose, and the tip on the same side is usually ferer 
if confirmed in those with diseases of the middle and elongated. This may be corrected by trimming off figur 
+ internal ear, particularly when the lesion was associ- the lower portion of the tip and inserting a saucer- posit 
HH] ated with dizziness as in three patients with Méni- shaped piece of cartilage from the back of the ear to tions 
\ ére’s disease and in cases of disease of the internal elevate the part. If necessary, the cartilage may be auth 
i ear, in which the auriculopalpebral reaction was obtained from the rib, the perichondrium being left tions 
i most marked on the side that was most seriously on one side and the graft being inserted so that the to tr 
| diseased. Auprey G. Morcan, M.D. periosteum is left on the concave side to give the Th 
ai natural contour to the nose. meth 
NOSE AND SINUSES By far the most satisfactory source from which to Th 

; secure a pedicle flap for reconstruction of part of the ence 

New, G. B.: Plastic Surgery of the Nose. Surg. Clin. nose is the forehead. Taking the flap from the cheek portic 

Am., 1925) V, 721. causes unnecessary scarring, and a flap from the neck cases 

New reviews the various nasal deformities requir- _ is not as satisfactory in color as a forehead flap. In curet: 

ing plastic surgery and gives five illustrative case order to obtain an open nostril in these cases, the fistul: 

histories. use of full-thickness grafts underneath the distal any p 


end of the flap is essential. Such grafts are more In 
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satisfactory for this purpose than Thiersch grafts. 
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On account of the shrinkage that takes place, it is 
best to delay the final shaping of the nose for at least 
three to six months after the flap has been sutured to 
the nose. 


Barlow, R. A.: The Recognition of Sinus Disease in 
Children. Ann. Otol., Rhinol. & Laryngol., 1925, 
XXXiVv, 378. 


The development of the maxillary, ethmoid, and 
frontal sinuses begins at about the third or fourth 
month of fetal life. Often the sinuses are well de- 
veloped by the end of the first postnatal year. 

Acute sinus disease in children is accompanied by 
fever and general malaise. There may or may not be 
swelling of the external nose. Usually within three 
or four days the sinus ruptures intranasally, the pain 
and general symptoms are relieved, and only the 
profuse nasal discharge remains. 

The most prominent manifestation of chronic 
sinusitis is a mucopurulent discharge from the nose. 
Eventually there may be manifestations of inflam- 
mation in the larynx, bronchi, and regional lymph 
nodes. 

The diagnosis of sinus disease is based on the his- 
tory, a discharge of pus from the nose, and roent- 
genograms. If possible, stereoscopic roentgenograms 
should be made. 

In the author’s opinion, medical measures are of 
little value. Manrorp R. Watrz, M.D. 


Skillern, R. H.: Some Observations on Certain 
Forms of Chronic Sinusitis. Ann. Otol., Rhinol. 
& Laryngol., 1925, XXxXiv, 415. 

There is no sharp line of deviation either clinically 
or pathologically between the acute and chronic 
stages of sinus disease. Chronicity depends upon 
interference with normal aeration and drainage 
which is due to natural anatomical peculiarities such 
as a long nasofrontal duct, deep recesses, and partial 
septa, large rolled out middle turbinates, and roots of 
teeth extending into the antral floor, or it is acquired 
as the result of repeated attacks of coryza, and in- 
flammatory changes in the sinus mucosa. 

Disease of the true sinuses shows quite a dif- 
ference in symptoms due to the anatomical con- 
figuration of the sinuses, their drainage and their 
position. In cases with the more common manifesta- 
tions of chronic infections of the frontal sinus, the 
author believes it is far better to search for obstruc- 
tions to aeration and drainage and remove them than 
to try to effect a cure by repeated lavage. 

The author has practically abandoned the external 
method of operating as advocated by Killian. 

The prognosis for a favorable outcome in the pres- 
ence of a foul-smelling discharge is inversely pro- 
portional to the foetidity of the secretion. In such 
cases greater aeration and possibly the use of the 
curette may be indicated. After external rupture and 
fistula formation, intranasal procedures do not offer 
any possibility of cure. 

In mild antrum infections early opening is prob- 
ably the best treatment. For irrigation of the an- 
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trum only three menstra are now regularly used by 
the author: normal saline solution, alcohol, and 
silver nitrate in varying strengths. 

The danger of needle puncture has been greatly 
exaggerated. The author believes that needle punc- 
ture, if properly done, will never be followed by 
alarming symptoms. Chronic antrum infection due 
to the spread of infection from a decayed tooth is 
relatively rare in the author’s cases, occurring in 
probably much fewer than 20 per cent. 

In chronic sphenoidal inflammation there is a 
great variation in the symptoms and signs. The 
most common is a vague intractable headache in the 
occipital region associated frequently with ocular 
disturbance and negative physical findings. A dull 
pain in the orbital region of the affected side is not 
infrequently noted. These symptoms clear up when 
the sinus is opened. Manrorp R. Wattz, M.D. 


Babbitt, J. A.: The Septum-Ethmoid Complex 
in Relation to Chronic Catarrhal Otitis Media. 
Ann. Otol., Rhinol. & Laryngol., 1925, xxxiv, 389. 


The author believes that in the tubal obstruction 
of catarrhal otitis media intranasal and postnasal 
influences are contributory factors and that the es- 
tablishment of normal air currents has a beneficial 
effect. : 

The causes of middle ear deafness form a com- 
plete syndrome involving physical, physiological, 
pathological, and perhaps psychic etuonaes. The 
process is insidious in both onset and progress. 

The extranasal, intranasal, and postnasal diagnos- 
tic picture suggests a vitiated respiratory channel, 
but the relation of cause and effect of abnormalities 
in the picture has not been established. The evi- 
dence of exudation in the ethmoid area and its 
co-ordination with septal pressure should receive 
attention. 

The author discusses the following groups of 
cases. 

1. Those in which operation is performed for the 
relief of tubal trouble on the basis of a septum- 
ethmoid syndrome. 

2. Non-medical cases selected for the purpose of 
analyzing the correlation involved in an intranasal 
picture of unusual septum-ethmoid proximity. 

3. Cases in which X-ray plates demonstrated 
septal-ethmoid interaction and in which operation 
was performed. 

In the first group the treatment of choice is septal 
surgery. In some cases this gives complete relief. In 
the second group with a possible septum-ethmoid 
syndrome the degree of ethmoid pinch was rated, func- 
tional tuning fork tests were made, the watch test for 
distance was made for each ear, perception difference 
between the two ears was rated, and the air currents 
in the two sides of the nose were measured by two 
different methods. The results obtained indicated 
considerable conformity in lateralization of the func- 
tional, Weber, and audiometric tests. The conden- 
sation and carbon dioxide tests also coincided in most 
cases. The rating of the observed intranasal picture 
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did not coincide in any degree with the air movement 
recorded by the other tests. 
The X-ray plates are self explanatory. 
Manrorp R. Wattz, M.D. 


MOUTH 


Simmons, C. C.: Cancer of the Tongue and 
Mouth. Am. J. Roentgenol., 1925, xiii, 545. 


Simmons discusses the etiology, pathology, and 
treatment of cancer of the tongue and mouth. Usu- 
ally his patients receive a hypodermic injection of 
morphine one and one-half hours before operation 
and an injection of morphine and atropine one-half 
hour before operation. The amount given depends 
upon the body weight. 

Operation is performed under ether anesthesia 
induced by the pharyngeal tube method, the pharynx 
being well packed off. All cases receive postoperative 
roentgen-ray treatment of the glandular areas of the 
neck. Pre-operative roentgen treatment has been 
abandoned as useless. 

In fifty-three cases of cancer of the buccal mucosa 
treated in the years 1918 to 1920 inclusive—includ- 
ing twenty-six cases of cancer of the tongue, eight 
of cancer of the lower jaw, thirteen of cancer of the 
cheek, ‘five of cancer of the upper jaw, and one of 
cancer of the tonsil—one death followed the opera- 
tion and thirty-two deaths resulted from the disease. 
Three patients died from other causes less than three 
years after the operation and three died from other 
causes more than three years after the operation. 
Two are still alive but have the disease. Fourteen 
(30 per cent) are still alive and without recurrence 
more than three years after the operation. Of nine- 
teen patients subjected to a radical operation, six 
(31.5 per cent) are well, and of twenty-nine sub- 
jected to a palliative operation, nine (31 per cent) 
are well. Emit C. RospitsHeK, M.D. 


PHARYNX 


New, G. B., and O’Leary, P. A.: Pemphigus from 
the Laryngologist’s Standpoint. Arch. Ololaryn- 
gol., 1925, i, 617. 

During the five-year period from 1919 to 1924 in- 
clusive, the authors have examined twenty-nine 
patients with pemphigus at the Mayo Clinic. Of 
these, nineteen (more than 65 per cent) came pri- 
marily on account of the lesions of the mouth and 
throat. Some of them had no other lesions on the 
body at the time of the original examination or such 
lesions were so slight that they were not recognized 
by the patient. A positive or tentative diagnosis was 
made from the lesions of the mouth or throat and was 
later corroborated by dermatological examination 
and the further progress of the disease. 

Contrary to general opinion, patients with pem- 
phigus usually consult a laryngologist primarily 
on account of trouble in the mouth and throat. 

Many patients with pemphigus are given consider- 
able treatment without a definite diagnosis. 


The rapidity with which the cutaneous manifesta- 
tions follow lesions of the mouth and throat is an 
a to the virulence of the disease and the length 
of life. 

An early diagnosis of pemphigus is essential in 
order that the patient’s relatives may be given a prog- 
nosis and that early institutional treatment may be 
obtained. 


NECK 


McCarrison R.: Some Problems of Thyroid Dis- 
ease. Brit. M. J., 1925, i, 1065. 


McCarrison states that although it may be as- 
sumed that thyroxin is the active principle of the 
thyroid gland, there is reason to believe that the 
gland produces other physiologically active sub- 
stances. An extract of this type recently produced 
has been found to have no effect upon the metabolic 
rate but to contain a considerable quantity of iodine 
and to have a part in the nutrition of the skin and 
its appendages. 

The sources of thyroid disorder may be found at 
the threshold of absorption of the necessary ma- 
terials in the intestinal tract and at the threshold of 
utilization of these substances in the tissues. 

The author suggests that differences in the clinical 
characteristics of histologically identical thyroid 
glands may be due to biochemical differences in the 
cell and tissue plasma. He points out that in regions 
where the soil and water are deficient in iodine the 
administration of iodine does not always prevent the 
appearance of goiter. When man or animals are 
strictly confined, unhygienic surroundings where the 
soil and water are contaminated by the excreta of 
animals may produce goiter. Although under these 
circumstances there may be no iodine deficiency in 
the diet, the administration of iodine will prevent 
goiter. It is probable therefore that in such cases 
the presence of bacteria in the intestinal tract may 
affect the secretion of the gland by causing changes 
at the threshold of absorption or utilization. 

At certain ages and under certain conditions of 
hygiene an unbalanced diet may produce hyperplasia 
of the gland. 

In laboratory animals partial thyroidectomy is 
followed by hyperplasia of the remainder of the gland, 
regardless of the amount of iodine ingested. This 
hyperplasia seems to be the result of biochemical 
changes in the cell and tissue plasma. 

The author classifies all simple non-toxic goiters 
as hypertrophic goiters, adenoparenchymatous gol- 
ters, and diffuse colloid goiters. Hypertrophic goiter 
may be a physiological condition occurring in child- 
hood, at puberty, or in the course of ovarian dys- 
function. 

Adenoparenchymatous goiter is typical of the 
endemic variety found in mountainous countries and 
associated with cretinism and idiocy. It is irregular 
in outline and seldom associated with hyperthyroid- 
ism. It can be prevented by giving pure water and 
food, without increasing the iodine intake. Iodine 
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given to an adult with this type of goiter may provoke 
hyperthyroidism. 

The colloid type of goiter is usually found in the 
lowlands. It is not associated with cretinism and 
may be prevented by the addition of iodine to the 
food. It tends to disappear after maturity has been 
reached, whereas the adenoparenchymatous variety 
becomes more pronounced in adult life. In the col- 
loid goiter there is colloid storage to almost com- 
plete exclusion of hyperplasia, whereas in adeno- 
parenchymatous goiter there is hyperplasia to the 
complete exclusion of colloid storage. In both types 
there is a deficiency of iodine. In the parenchyma- 
tous goiter this is associated with an increase of fat 
in the diet or intestinal infection, while in the colloid 
type it is associated with an increase in the amount 
of calcium in the diet. 

The author believes that many of the thyroid swell- 
ings in children should not be classed as goiters, 
since they are entirely physiological. Goiter is due 
not only to iodine deficiency, but also to errors at 
the threshold of absorption in the intestine, errors at 
the threshold of utilization in the tissues, and dis- 
turbances of the cell and tissue plasma in the gland 
itself. Wiuram J. Pickett, M.D. 


Pemberton, J. de J.: Notes on Technical Difficul- 
ties of Surgery of the Thyroid. Surg. Clin. N. 
Am., 1925, V, 743- 

The author discusses the complications of sub- 
total thyroidectomy, classifying them according to 
the fundamentals of the operative procedure which 
are relatively constant and uniform. 

The removal of a sufficient amount of the thyroid 
gland is dependent upon proper elevation of the 
gland to avoid the error of removing the “top” of 
the gland and overlooking retrotracheal or sub- 
sternal portions which would be followed by persist- 
ence of the symptoms. Failure to examine the 
clinically smaller lobe is often responsible for the so- 
called recurrences of adenomatous goiter operated 
upon before the patient’s twenty-fifth year of age. 
More than 3 per cent of the substernal and intra- 
thoracic goiters operated upon at the Mayo Clinic 
had been operated upon previously. The small 
pyramidal lobe is found enlarged in about 50 per cent 
of the cases. Detached portions of thyroid tissue are 
often overlooked. 

To determine the amount of thyroid tissue which 
is adequate to preserve function it is necessary to 
consider the maintenance of a normal metabolic rate 
and in the technique of operation to maintain an 
effectual barrier against injury of the recurrent nerve 
and the parathyroid bodies. The resection of too 
much tissue results in myxcedema whereas the pres- 
ervation of too much tissue results in recurrence of 
the goiter. The latter is the more common error. 
_ Experience has shown that the preservation of 
tissue equivalent to one-fifth or one-sixth of a lobe of 
normal size on either side of the trachea will prevent 
the symptoms of thyroid insufficiency. In diffuse 
colloid adenomatous goiters gland tissue equivalent 


to one-third or one-half of a normal sized lobe is pre- 
served. Postoperative myxcedema usually follows 
operations on hyperplastic glands in which a diffuse 
thyroiditis of varying intensity is present at the time 
of operation. Of a series of 500 unselected patients 
with exophthalmic goiter. fifty-four presented vary- 
ing degrees of thyroiditis at the time of operation. 
It is patients with this type who later return with 
myxcedema. 

An aid in the prevention of recurrence in cases in 
which a greater amount of gland tissue is left to pro- 
tect the recurrent laryngeal nerve is ligation of the 
inferior thyroid artery proximal to its entrance into 
the gland. In general, more thyroid tissue should be 
preserved in young persons than in adults. The risk 
of recurrence is greater in young patients than in 
adults because of the greater physiological demands 
on the thyroid gland in youth. 

Secondary hemorrhage has become a very rare 
complication, probably because of the avoidance of 
mass ligatures and because of careful ligation of the 
lateral thyroid veins. Insecure ties or venous oozing 
can be detected by having the patient cough and 
strain while on‘the operating table. 

Except in acute or subacute thyroiditis, wound in- 
fections must always be attributed to errors in opera- 
tive and postoperative technique. Mediastinitis 
may develop from an early infection of the thyroid 
wound. 

Injury to the recurrent laryngeal nerve usually 
occurs in the groove between the mesial surface of 
the resected lobe and the lateral wall of the trachea. 
Trauma may be prevented by preserving the poste- 
rior median portion of the lobe and avoiding exposure 
of the lateral wall of the trachea. In the clamping 
of bleeding points in cases in which the lateral wall 
of the trachea is exposed, great care is necessary not 
to injure the recurrent laryngeal nerve. 

The incidence of postoperative tetany does not 
exceed 0.2 to 0.3 per cent. Injury of the trachea, 
such as clamping and cutting, can easily be avoided. 
The internal jugular vein may be injured by tearing 
off the middle thyroid vein at its entrance into the 
jugular or by cutting it unknowingly during the ele- 
vation of an adherent lobe. 


Valkanyi, R.: The Relation of the Parathyroids to 
the Surgery of Goiter (Les parathyroides dans 
leur rapport avec la chirurgie du goitre). Presse 
méd., Par., 1925, xxxili, 452. 

Postoperative tetany occurs in 1.2 per cent of 
cases of operation for goiter and, according to statis- 
tics collected by Guleke in 1913, causes death in one- 
fourth of the cases in which it occurs. The mortality 
of goiter is only between 1 and 3 per cent. 

To study the location and number of the para- 
thyroids the author dissected 225 cadavers. Forty- 
four were those of persons with goiter who had died 
of intercurrent disease. Four glands were found in 
70 per cent, three glands in 24 per cent, two glands 
in 5 per cent, and one gland in 1 per cent. In two- 
thirds of the cases the lacking glands were the in- 
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ferior ones. The inferior glands were almost always 
larger than the superior ones. In 18 per cent of the 
cases there was hypoplasia of the parathyroids, their 
total weight not exceeding a third to a fifth of the 
normal total weight. The superior glands were in a 
position unfavorable for thyroidectomy in 23 per 
cent of the cases while the inferior glands were in 
such a position in 26 per cent. In 6 per cent, the 
glands were very close together; in 4 per cent they 
were subcapsular; and in 1 per cent they were within 
the thyroid itself. 

These facts should be taken into consideration 
in thyroidectomy. The presence or absence of Chvos- 
tek’s sign should be determined before the opera- 
tion. Its presence indicates a tendency to spas- 
mophilia from parathyroid insufficiency. If opera- 
tion is performed in such cases, it should not be too 
extensive and should spare the thyroid capsule. 
This is classical with regard to the posterior part of 
the capsule, but the author insists on it also with 
regard to the anterior surface and the base of the 
lower poles of the thyroid because of the frequent 
location of the parathyroids in the latter regions. 
In 18 per cent of the cases there is an inferior para- 
thyroid in this area which is larger and more im- 
portant than the superior gland. This part of the 
capsule can easily be spared by preliminary ligation 
of the arteries. 

Postoperative tetany is never caused by ligation 
of the arteries but is always caused by removal or 
injury of the parathyroids. Among 388 thyroidec- 
tomies performed at the First Surgical Clinic at 
Budapest there were three cases of postoperative 
tetany. None was fatal. In one case, spontaneous 
recovery resulted. In two, parathyroid grafting was 
done. In one of the latter the attacks recurred ten 
days after the operation, but in the other they ceased 
completely as long as the patient remained under ob- 
servation. Fresh human parathyroids should. be 
used for grafting. They may be transplanted into 
the abdominal wall under the rectus and in contact 
with the peritoneum, but animal experiments seem to 
indicate that they might take better if they were 
transplanted into the omentum. 

Auprey G. Morcan, M.D. 


Breitner, B., and Just, E.: Struma Maligna (Die 
Struma maligna). Mitt. a. d. Grenzgeb. d. Med. u. 
Chir., 1924, xxxviii, 262. 

The authors review 103 cases of malignant goiter 
which were treated at the von Eiselsberg Clinic in 
the period from rgo1 to 1922. 

Both malignant and benign goiter are more com- 
mon in the female than in the male. Of the 103 
patients whose cases are reviewed, sixty-two were 
women. Of the males, none was less than 30 years of 
age, and only two were in the fourth decade. Of the 
female patients, four were in the third decade. In 
the female, the incidence of the condition increases 
with age; there is a very noticeable rise at and after 
the menopause. Among males the incidence varies 
widely in the different decades. Eighteen of the 


forty-one males in the series were in the fifth decade 
and nine in the sixth. 

The incidence of primary carcinoma of the thyroid 
was 20 per cent in the females and 24 per cent in the 
males. In the females, the average duration of the 
disease was five months, and in the males four 
months. 

In about 18 per cent of the cases of secondary de- 
generation of an already existing goiter the beginning 
of the thyroid disease dated back to childhood; on an 
average, the goiter had been present for more than 
twenty years in the men and for more than twenty- 
three years in the women when the carcinomatous 
change first appeared. 

Important clinical signs of malignancy are rapid 
growth of the goiter, pain, dyspnoea, dysphagia, 
hoarseness, and emaciation. Dyspnoea is by far 
the most frequent complaint (forty-three men and 
twenty-four women). It is usually of sudden onset, 
but the X-ray may not show marked narrowing of 
the tracheal lumen. The onset of the hoarseness is 
usually as sudden as that of the dyspnoea. These 
symptoms, however, are not pathognomonic of mal- 
ignancy as they, as well as dysphagia and local and 
radiating pain, occur also in benign goiter. The de- 
crease in body weight is usually noted only in pa- 
tients in whom the changes have occurred within a 
few weeks. 

Of the 103 patients whose cases are reviewed, only 
seven showed metastases at the time of their admis- 
sion to the clinic. In some of them the metastases 
were in far distant regions of the body. The patients 
with metastases were in the fourth decade of life 
and almost all of them had had a goiter since child- 
hood. Metastases were discovered after death in 
fourteen others. Thirteen of these were over 50 
years of age. Sarcoma forms metastases more rapidly 
and more extensively than carcinoma but is rarer. 

Eighty-eight operations were performed in seventy 
two cases. None of the findings allowed a prognosis. 
Some of the patients who were subjected to a radigal 
operation and showed only slight local changes died 
of metastases after a very short time. Others who 
were not operated upon radically lived for years. 
Only two were discharged from the clinic as cured. 
At examination two years after the operation they 
were found to be still free from recurrence. Twenty- 
three of the seventy-two patients died, the average 
time of death being twenty-two days after the opera- 
tion. Of the remainder, sixteen were discharged as 
benefited. 

In the cases of twenty-one patients no special 
statement was made in the records regarding their 
condition at the time of their discharge, but four of 
them were wearing a tracheotomy tube when they 
left. Ten patients returned for operation for a re- 
currence—several of them a number of times. Tra- 
cheotomy was done on one patient three times. 
From reliable sources it was learned that seven of the 
seventy-two patients operated upon were alive one 
year after the operation and twenty-six died during 
the first year. With regard to thirty-nine, no further 
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information could be obtained. It is probable that 
all have died because they left the clinic in a condi- 
tion that allowed of little hope. 

Twenty patients with malignant goiter were 
treated with the X-ray. In the cases of the twelve 
men in this group the results were unfavorable, but 
in the cases of the eight women they were favorable, 
in some instances approaching a cure. In fourteen 
cases the X-ray treatment was given after operation. 
Six patients were treated exclusively with the X-ray. 
The combined method—often with small doses of 
the rays—proved very advantageous in adenocarci- 
noma but in sarcoma its results were very poor. The 
six patients who were treated with the X-rays alone 
were in very poor general condition and had metas- 
tases. After initial improvement they refused further 
treatment. 

The authors compare these results with those re- 
ported by Braun, Ehrhardt, Hinterstoisser, and Kauf- 
mann. The conclusions drawn by the staff of the 
von Eiselsberg clinic are as follows: 

1. In cases of clinically determined struma within 
the limits of operability the goiter should be re- 
moved radically if possible and therapeutic and 
prophylactic X-ray irradiation should be given after 
the operation because radical removal can never be 
guaranteed. 

2. Cases which appear clinically to be inoperable 
should be given radiotherapy alone. In deciding 
whether a case is operable or not the patient’s general 
condition must be considered first and then the size 
of the tumor and the presence of metastases. A 
point in favor of primary radiation of an inoperable 
tumor is the possibility of decreasing its size. It may 
perhaps be brought from an inoperable to an oper- 
able state. 

3. Excision of tissue for microscopic examination 
should be avoided because it is associated with the 
danger of hemorrhage and extension of.the process. 

4. The X-ray treatment must be given in a hospi- 
tal because a severe reaction may necessitate surgical 
intervention. Stmon (Z). 


Eisen, D.: Malignant Tumors of the Thyroid: An 
Analysis of Seven Cases, with a Study of the 
Structure and Function of the Metastases. 
Am. J.M.Sc., 1925, clxx, 61. 


Malignant disease of the thyroid is rare. It seldom 
occurs in the normal gland, being usually preceded 
by a precancerous adenomatous state. As a rule it 
begins with a sudden swelling at the base of the neck 
or sudden onset of growth in a goiter of long standing, 
and its clinical course is ushered in by symptoms of 
metastasis. 

Metastases most frequently lodge in the lungs, 
next most frequently in the osseous tissue, and less 
commonly in the liver, kidney, and pleura. In cases 
of skeletal metastases there is usually no attempt at 
new bone formation. The course of the disease 
ranges from two to four years. 

Seven cases of malignant tumor of the thyroid are 
teported—one sarcoma and six carcinomata. One 


patient shows healing of a spontaneous fracture due 
to a metastasis from a sarcoma of the thyroid and is 
alive and about his work three and a half years after 
the clinical onset of’ the disease. Another, after a 
lobectomy performed one year after the clinical on- 
set of the disease, is apparently well with no sign of 
recurrence two years after the operation: One 
showed an unusually wide distribution of the me- 
tastases and developed a paraplegia. At autopsy 
this was found to be due to a metastasis in the rib 
which had caused definite vertebral destruction and 
cord compression, but did not show on the roentgen- 
ray plate during life. In this case, there was no 
clinical or pathological evidence of lymphatic dis- 
semination. 

Hematogenous dissemination was illustrated by 
the demonstration of cancer cells in smaller blood 
vessels of the primary tumor and by the presence of 
metastases in the endocardium. The latter is a rare 
finding. No similiar case has been found in the litera- 
ture. The metastases in the different organs showed 
a different histological structure with reference to the 
presence or the degree of alveolar differentiation. No 
evidence of function as determined by the power to 
fix iodine could be found in either the primary tumor 
or the metastases. Harry C. SALtzstetn, M.D. 


Hunt, R.: Standardization of Thyroid Prepara- 
tions. Arch. Int. Med., 1925, xxxv, 671. 


Although thyroid is one of the most valuable and 
specific drugs used in therapeutics, its dosage is 
largely empiric. A given preparation is administered 
until the desired effect is obtained, but the dosage 
thus determined does not hold for other prepara- 
tions and sometimes not even for another prepara- 
tion made by the same manufacturer. There is no 
generally accepted standard for thyroid. 

In this report, the physiological activity of thy- 
roid preparations as determined by the acetonitril 
test on mice (the increased resistance to acetonitril 
produced in mice by the administration of thyroid) 
and by clinical observations was found to be closely 
parallel with the iodine content. 

Little or no physiologically inactive iodine was 
found in the thyroids of adult animals. 

Very small amounts of non-thyroid iodine in 
adulterated thyroid preparations could be detected 
by the acetonitril test and also by simple chemical 
tests. 

Very few of the thyroid preparations on the mar- 
ket comply with the United States Pharmacopceia 
standard. The majority vary greatly in physiological 
and therapeutic activity. 

Howarp A. McKnicut, M.D. 


Dennis, F. L.: Stenosis of the Larynx in Laryngeal 
Tuberculosis. Arch. Otolaryngol., 1925, i, 587. 


The author discusses the chronic form of obstruc- 
tion of the larynx caused by: (1) tuberculoma; (2) 
extensive infiltration; (3) paralysis of the abductors 
and ankylosis of the crico-arytenoid joint; (4) web 
formation; (5) amyloid disease. 
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Several cases of blocking by large tuberculomata 
are reported in the literature. Jaehne reports a 
typical case. The only symptom was hoarseness; 
the respiration was not labored or quickened. Re- 
moval of the tuberculoma was followed by spreading 
of the local tuberculous process and lighting up of 
the lung lesion. 

Stenosis due to extensive infiltration is frequently 
associated with fixation of the arytenoid or posticus 
paralysis or both. 

Web formations are rare following the healing of 
tuberculous lesions but are not uncommon after 
syphilitic ulcerations in the larynx. 

Amyloid tumor of the larynx is very rare. Pugnat 
reported a case of this condition which he says is the 
twenty-eighth on record. 

Surgical relief is required in all cases in which res- 
piration becomes difficult; hence it is important not 
to delay tracheotomy too long. Marked improve- 
ment has been noted in tuberculous cases following 
early tracheotomy. 

The author reports four interesting cases with 
numerous illustrations. 

James C. Braswe LL, M.D. 


Spencer, F. R.: The Medical and Surgical Treat- 
ment of Laryngeal Tuberculosis, Including a 
Preliminary Report on the Direct Injection of 
Tuberculin into the Larynx. Ann. Otol., Rhinol. 
& Laryngol., 1925, xxxiv, 424. 

No single method of treating laryngeal tuberculo- 
sis is specific. Rest for the larynx is just as impor- 
tant for the laryngeal lesion as rest in bed is for a pul- 
monary lesion. In cases of superficial lesions dilute 
aqueous solutions of lactic acid are beneficial as they 
have an antiseptic and astringent action. In the 
author’s cases, formalin has not proved as valuable 
as lactic acid. Chaulmoogra oil has been beneficial 
in the milder cases. Climatic treatment should be 
given in every case if possible. 


Heliotherapy should be used more frequently 
The quartz lamp has a limited field of usefulness. 
X-rays have given good results in early cases. The 
use of the galvanocautery has proved the best single 
method for the destruction of the tubercles. Deep 
punctures perpendicular to the surface should be 
made with the cautery at nearly white heat. 

Curettage has a rather limited field except in the 
treatment of superficial ulcers. Excision of the 
tuberculoma is indicated when the mass interferes 
with respiration. The injection of alcohol for the 
relief of pain is only palliative. This can be done at 
the office or at the bedside. Two cubic centimeters 
are used for each nerve. 

Tracheotomy is indicated in the rare cases with 
advanced laryngeal manifestations. Laryngectomy 
or laryngotomy may be resorted to if malignant dis- 
ease is associated with the tuberculosis. Lockard 
has obtained excellent results from amputation of 
the epiglottis. Gastrostomy is beneficial because it 
gives rest to the larynx, relieves pain, assures better 
nutrition, decreases the toxemia, and promotes 
healing, but is associated with considerable surgical 
risk and the annoyance of tube feeding. 

To these methods of treating laryngeal tuberculo- 
sis the author adds the direct injection of tubercu- 
lin into the larynx. One-tenth milligram of O.T. is 
given at first and the dose gradually increased. The 
injection is made at the point of greatest swelling and 
care is taken that the point of the needle penetrates 
deeply enough to reach the center of the tubercle. 
Small doses in small volumes are best. The maximum 
effect occurs at the point of the injection. 

After using this method in several cases the author 
concludes that it is contra-indicated when the pul- 
monary or laryngeal disease is advanced, when the 
fever is above 100 degrees F., and when there is very 
marked oedema. Even under favorable conditions it 
is doubtful whether more than 1o per cent of cases 
are benefited. Manrorp R. Wattz, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Marriott, M.: Hydrocephalus. Med. Clin. N. Am., 
1925, ix, 45. 

The cerebrospinal fluid, secreted largely by the 
choroid plexuses of the cerebral ventricles, passes 
from the ventricles by the aqueduct of Sylvius and 
the foramina of Luschka and Magendie to the sub- 
arachnoid spaces over the surface of the brain and 
spinal cord where it is chiefly absorbed. Normally, 
secretion and absorption are balanced. The fluid 
fills the ventricles and subarachnoid spaces at a low 
pressure. 

Congenital hydrocephalus arises from obstruction 
to the passage of the fluid from the ventricles to the 
subarachnoid spaces, excessive secretion of fluid, or 
decreased absorption in the subarachnoid spaces. 
Spina bifida and congenital hydrocephalus are closely 
related. The increased pressure of the excess fluid 
in intra-uterine life causes the spinal meninges to 
bulge and prevents closure of the spinal canal. Re- 
moval of the sac and closure of the opening in cases of 
spina bifida often results in the prompt development 
of hydrocephalus. 

Acquired hydrocephalus may develop from any 
condition which leads to increased secretion of cere- 
brospinal fluid or to obstruction of its paths of ab- 
sorption. Some degree of hydrocephalus is common 
during the acute stage of all types of meningitis. 
Absorption may not increase sufficiently to care for 
the excess fluid. It is decreased by inflammatory 
closure or adhesions of the aqueduct, foramina, or 
portions of the subarachnoid space with damage to 
the blood vessels and lymphatics. Brain tumors 
which are so located as to produce blockage of the 
jee or foramina cause distention of the ventri- 
cles. 

The diagnosis offers little difficulty. The signs of 
the condition are increased size and progressive en- 
largement of the head out of proportion to the rest 
of the body, bulging of the forehead, and, in the case 
of infants, wide-open protruding fontanels, visual 
disturbances, rolling-down of the eyes, and a peculiar 
note on percussion of the skull. A diagnosis of the 
particular type of hydrocephalus is important since 
treatment depends upon the cause and nature of the 
condition. 

Clear fluid from ventricular and lumbar puncture 
with no excess of cells or globulin and a negative 
Wassermann reaction indicates the absence of an 
active meningeal process. Obstruction between the 
ventricles and subarachnoid spaces is investigated 
by noting whether there is a free flow of fluid on 
lumbar puncture; whether the pressure is the same 
in the ventricle and subarachnoid space; whether 
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pressure on the fontanel causes a distinctly increased 
flow from the lumbar puncture needle; and whether 
phenolsulphonephthalein injected into the ventricle 
soon appears in the spinal fluid. When absorption is 
delayed the appearance of the dye in the urine is 
delayed. Violent reactions sometimes follow the dye- 
injection method. 

The treatment should be begun early. Certain 
types of hydrocephalus are treated successfully. 
The acute hydrocephalus of acute tuberculous men- 
ingitis is best treated palliatively by frequent lumbar 
punctures. In meningococcus meningitis serum should 
be used; in infants, this should be given into both the 
ventricles and the subarachnoid space. Syphilitic 
meningitis requires specific therapy. In congenital 
syphilis the usual treatment is three intravenous in- 
jections of arsphenamine at weekly intervals with 
intramuscular injections of 1 per cent mercuric 
chloride solution and the oral administration of 4% 
gr. of mercury with chalk three times daily. Intra- 
spinous treatment is delayed until after prolonged 
general treatment to avoid the occasional serious re- 
action to early intraspinous therapy. 

In hydrocephalus of the communicating type 
(i. e., that in which there is no obstruction between 
the ventricles and the subarachnoid space) diuretin 
usually gives good results. In infants, the author has 
arrested hydrocephalus by the continued adminis- 
tration of diuretin until a balance between the secre- 
tion and absorption of the cerebrospinal fluid re- 
sulted. Doses as high as 3 gr. three times a day were 
given. 

In the non-communicating type of hydrocephalus 
surgical treatment is indicated. An obstructing 
tumor should be removed. An obstructed or obliter- 
ated aqueduct of Sylvius may be relieved by punc- 
ture of the corpus collosum to permit the ventricular 
fluid to escape into the subarachnoid space and by 
canalization of the aqueduct with a catheter to form 
a new opening. Dandy has obtained some successful 
results with removal of the choroid plexus from one 
or both ventricles, but the procedure has a high 
mortality. Sachs has had a successful result in 
several cases in which he established drainage by 
removing the roof of the fourth ventricle. 

Severe hydrocephalus leads to marked mental 
deterioration, but mild hydrocephalus is compatible 
with normal and even superior mentality. 

Water C. Burket, M.D. 


Dandy, W. E., and Reichert, F. L.: Studies on Ex- 
perimental Hypophysectomy. I. The Effect on 
the Maintenance of Life. Bull. Johns Hopkins 
Hosp., Balt., 1925, xxxvii, 1. 


Studies following extirpation of the hypophysis in 
animals have produced contradictory results, one 
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group of investigators arriving at the conclusion that 
this organ is essential for life while another group 
look upon it as quite useless or at most unimportant. 
The purpose of this article is to present experimental 
evidence only with regard to the question as to 
whether the pituitary gland is essential to life. 

There are two routes by which the gland may be 
approached: the temporal or intracranial route and 
the buccal route. As the buccal approach is through 
an infected field, operation by this route is attended 
by a considerable mortality from meningitis. How- 
ever, all investigators who have used the buccal 
approach have come to the conclusion that the 
pituitary body is not essential to life. Therefore the 
disagreement concerning its importance is among 
those who have used the intracranial route. It has 
been shown that the type of operation is of great im- 
portance in the results. 

The authors used the temporal intracranial route, 
making a unilateral opening in the bone and dura. 
They were especially careful not to elevate and re- 
tract the temporal lobe of the brain, a procedure 
which causes cerebral trauma and is responsible for 
the deaths within forty-eight hours following the 
operation. Trauma to this temporal lobe was avoided 
by inverting the head so that the brain fell away 
from the base of the skull and by releasing as much 
cerebrospinal fluid as possible. The hypophysis is 
attached at only two points—the center of the pos- 
terior clinoid process and the base of the brain from 
which it hangs by a stalk into the sella turcica. 
Therefore it can be easily removed and hemorrhage 
can be controlled in a few minutes. 

The intravenous injections of concentrated sodium 
chloride solution withdraws fluid from the brain and 
causes it to shrink without any appreciable injury to 
the animal. This method of reducing the size of the 
brain has made the approach to the hypophysis 
much easier. 

All deaths that occurred in a series of dogs and 
puppies operated upon by the authors were readily 
explained as the result of cerebral trauma and hemor- 
rhage. There was no evidence to support, and every 
evidence to refute, the assumption that the hypoph- 
ysis is essential to life and the assumption that the 
symptoms described by others as preceding death 
in hypophysectomized animals are of hypophyseal 
origin. Cyrit J. Graspet, M.D. 


Peet, M. M.: The Reduction of Inceased Intra- 
cranial Pressure by the Intravenous Adminis- 
tration of Glucose and Hypertonic Ringer’s 
Solution. J. Am. M. Ass., 1925, \xxxiv, 1994. 


The solutions used intravenously to reduce in- 
tracranial pressure are 35 per cent saturated Ring- 
er’s mixture and 50 per cent glucose solution. Asa 
rule 100 c.cm. or more are injected at a rate of 3 c.cm. 
or less per minute. At any sudden change in the 
pulse the flow is stopped for a minute. The maxi- 
mum reduction of pressure after the administration 
of Ringer’s solution is obtained in one and three- 
fourths hours. This is followed by a rise to normal 


in three and one-half hours and a rise to higher than 
normal pressure for two hours longer. On the ad- 
ministration of glucose solution the fall in pressure is 
slower, but no terminal rise is noted even after eight 
and three-fourths hours. 

From the results obtained in cases of increased 
intracranial pressure at the University Hospital, 
Ann Arbor, Michigan, the author draws the following 
conclusions: 

1. In the absence of shock, hemorrhage, vomiting, 
or dehydration the slow reduction of increased in- 
tracranial pressure is satisfactorily accomplished by 
the oral or rectal administration of magnesium sul- 
phate in doses of 3 and 6 oz. respectively of the 50 
per cent solution. 

2. In cases of acute intracranial trauma without 
shock a rapid reduction of intracranial pressure is 
best obtained by the intravenous administration of 
hypertonic Ringer’s solution. 

3. Hypertonic glucose solution administered in- 
travenously is indicated when acute intracranial 
pressure is associated with shock or hemorrhage and 
in the less acute cases when it is complicated by de- 
hydration, nausea, and vomiting. The advantages of 
glucose over the salt solutions are that it has a pro- 
longed action without a terminal rise in the pressure, 
it is non-toxic, it does not cause non-dehydration, it 
increases the blood volume in shock, and it controls 
acidosis. Knut H. Houck, M.D. 


SPINAL CORD AND ITS COVERINGS 


Parker, H. L., and Adson, A. W.: Compression of 
the Spinal Cord and Its Roots by Hyper- 
trophic Osteo-Arthritis; Diagnosis and Treat- 
ment. Surg., Gynec. & Obst., 1925, xli, 1. 


Parker and Adson report a series of eight cases in 
which symptoms simulating cord tumor were caused 
by an overgrowth of bone to which they assigned the 
appellation “hypertrophic osteo-arthritis.” In the 
study of this series a definite clinical syndrome was 
established. All of the patients were males. Three 
were in the second decade of life, two in the fourth, 
and two in the fifth. After the symptoms of cord or 
root compression appeared the progress of the disease 
was fairly rapid. The symptoms of disease in the 
spinal column were not prominent, and in most of 
the cases the complaint referable to the bony struc- 
tures was dominated by the involvement of the 
nervous system. The pain lacked the usual spon- 
taneity of that associated with cord tumor. There 
was no deformity of the spine or interference with 
breathing due to fixation of the costovertebral joints. 
The root pain, paralysis of the muscles of one limb, 
and inability to walk constituted the majority of the 
complaints. Sphincteric disturbance was slight or 
absent. In two cases there was diminution of sexual 
power. 

The physical signs were of no assistance in the 
diagnosis since there was no rigidity of the spinal 
column or kyphosis. The neurological examination 
brought out varied findings. A clear Brown-Séquard 
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syndrome was demonstrated in the case of cervical 
involvement, and a transverse level of anesthesia 
without motor change in the case of dorsal lesion. 
The Quackenstedt test was positive in most instances, 
the response to jugular pressure in the performance 
of a spinal puncture being negative. A yellow fluid 
under low pressure was observed in five cases. In 
two cases there was an increase in the cell count. 
The Kolmer test was negative in all cases, but the 
Nonne test was positive in three. 

The roentgenological examination was of little 
value in establishing the diagnosis except that it 
eliminated destructive bone disease such as Pott’s 
disease, tuberculosis, syphilis, and cancer. The 
lesions consisted in an overgrowth of soft, spongy, 
vascular bone involving from one to four vertebrz, 
with thickening of the laminz and narrowing of the 
spinal canal at one focal point. An inflammatory re- 
action occurred in the marrow spaces and prolifera- 
tion of osteoblasts with active formation of new bone 
on the surface. The periosteum was thickened and 
cedematous, and there was an increase in the vascu- 
lar supply to the tissues. Trauma and infection both 
appeared to be possible etiological factors. 

The pain with hypertrophic osteo-arthritis is usu- 
ally secondary to posture, movement, or exertion. 
It is not as spontaneous as that associated with cord 
tumor, and is usually relieved by rest. When it is 
nocturnal, it is due to posture, but does not cause the 
patient to leave his bed and walk the floor. Signs of 
local spinal disease which cannot be entirely ac- 
counted for by irritation of the nerve roots by tumor 
may be present. A bilateral equal paralysis of radic- 
ular distribution with preservation of segments low- 
er down and without sphincteric disturbance is per- 
haps more suggestive of spondylitis than of cord 
tumor. 

Although it is difficult to make a differential diag- 
nosis of hypertrophic osteo-arthritis and cord tumor 
in every case, an attempt should be made to recog- 
nize and localize the level and the pressure on the 
cord, since both cord tumors and hypertrophic osteo- 
arthritis require surgical intervention. The im- 
mediate results following decompression laminec- 
tomy have been very satisfactory, but sufficient 
time has not elapsed to warrant a definite statement 
regarding the ultimate prognosis. 


Adson, A. W.: The Diagnosis and Treatment of 
Tumors of the Spinal Cord. Northwest Med., 
1925, Xxiv, 309. 

Adson reviews the literature on spinal cord tumors 
and analyzes 189 cases in which 200 laminectomies 
were done. In eighteen of the cases, lesions were 
found within the vertebral canal which produced 
pressure on the spinal cord but could not be classified 
as true tumors of the cord. Four were angiomata or 
varicose veins of the cord; one was an echinococcus 
cyst; two were tuberculous lesions; two were in- 
flammatory masses due to syphilitic infection; two 
were cerebellar tumors with spinal projections; and 
seven were hypertrophic osteitis of either the lamine, 
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the transverse processes, or the bodies which nar- 
rowed the spinal canal and produced pressure on the 
spinal cord. Metastatic lesions were not included, 
these being ruled out by the history and roentgen- 
ray findings. 

No specific etiological factor is known except 
possibly trauma in the cases of osteoma, fibroma, 
sarcoma, fibrochondroma, and hypertrophic osteitis. 
From the pathological point of view, tumors of the 
spinal cord may arise from the body, lamine, or 
transverse processes of the vertebre, or from the 
ligaments of the intervertebral disks. These are 
osteomata, fibromata, or fibrosarcomata, and fibro- 
chondromata, respectively. Extradural tumors may 
arise from the surface of the dura, lipomata from the 
extradural fat, and neurofibromata from the spinal 
nerves. Subdural but extramedullary tumors were 
found to arise from the dura, the arachnoid, the pia 
mater, the spinal roots, or the blood vessels covering 
the cord. These tumors are usually benign, definite- 
ly encapsulated, not metastatic, and amenable to 
surgical removal. They are generally fibromata, 
endotheliomata, myxomata, psammomata, neuro- 
fibromata, or angiomata. Intramedullary tumors 
are usually of glial origin and simulate the various 
types of gliomata in the brain, being so extensive and 
infiltrating and without a line of demarcation that 
their surgical removal is impracticable. 

Tumors of the vertebral column may be present 
for some time without producing symptoms, but 
those of the spinal cord or meninges soon give evi- 
dence of their presence. Frazier states that these 
symptoms develop in three cycles—the first, the root 
cycle; the second, manifested by the Brown-Séquard 
syndrome; and the third characterized by weakness 
and paralysis. 

The first cycle, which is usually the longest and 
frequently unrecognized, consists of root pain caus- 
ing such subjective complaints as rheumatism, neu- 
ritis, and abdominal disorders. This pain is due to 
involvement of, or traction on, the dorsal roots, but as 
the disease progresses it is the result of pressure on, 
or involvement of, the anterolateral tract of the spinal 
cord. When the latter is affected there are symptoms 
of anesthesia and motor disturbance. The irritative 
symptoms, besides pain, are paresthesia, hyperes- 
thesia, anesthesia, tremor, muscular spasm, spas- 
ticity, muscular atrophy, paresis of all of the muscles 
of the segments involved as well as those below, and 
loss of bladder and rectal control. The pain associated 
with subdural but extramedullary tumors is exagger- 
ated by talking, sneezing, bending forward, and ly- 
ing down. 

The second cycle, or the appearance of the Brown- 
Séquard syndrome, is characterized by motor paraly- 
sis and loss of deep sensation on the side on which 
the tumor is located, with impairment and loss of 
pain and temperature sensibility on the opposite side 
below the level of the tumor. 

The third cycle is characterized by loss of pain and 
tactile and temperature sensibility or by weakness 
and paralysis of motor power associated with loss of 
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bladder and rectal control, exaggeration followed by 
loss of all reflexes whose arcs are involved, and ex- 
— of the reflexes of the segments below the 
level. 

Vasomotor and trophic disturbances in the form 
of oedema and decubitus ulcers are the last to de- 
velop. It is generally conceded that extramedullary 
tumors are more frequently associated with pain 
than are intramedullary tumors, but this was not 
always borne out in the series of cases studied. 

The ball-valve syndrome (pain on coughing and 
sneezing) is strongly suggestive of extramedullary 
tumor. Another sign of such a neoplasm is late 
bladder and rectal involvement. Early involvement 
of the bladder and rectum is indicative of intra- 
medullary tumor. The Brown-Séquard syndrome is 
usually associated with extramedullary tumors, and 
rarely with intramedullary tumors. A differential 
diagnosis is important as extramedullary tumors 
are amenable to surgical treatment while intra- 
medullary tumors are practically non-surgical. The 
use of lipiodol may serve as a further aid in the 
differentiation. 

Of 189 patients operated on at the Mayo Clinic in 
the period from 1910 to September 1, 1924, 107 were 
males. The average age was 33 years. The oldest 
patient was 65 years old and the youngest 12 years 
old. The average duration of symptoms prior to 
examination in patients with extradural tumors was 
thirteen and two-tenths months; in those with intra- 
dural but extramedullary tumors, twenty-five and 
one-half months; and in those with intramedullary 
tumors, forty-five and six-tenths months. The 
shortest history was one month in length and the 
longest nineteen years. Spinal punctures were done 
on 151 of the patients. Twelve of the punctures 
were dry because of the presence of a lumbar tumor 
or a tumor just above the site of the puncture. 
Xanthochromia, yellow cerebrospinal fluid which 
coagulated on standing, or Froin’s syndrome were 
present in thirty cases. The Nonne, or increased 
globulin test, was positive in eighty-four cases, with 
an average cell count of 5.5. Thirty-eight tumors 
were located in the cervical region or in the cervico- 
dorsal or cervico-occipital region with their chief 
portion in the cervical region; ninety-three were 
situated in the dorsal region; twenty-one in the 
lumbar region; and six in the sacral region. 

The loss of urinary and rectal control is combated 
by the usual therapeutic measures of catheterization, 
the use of antiseptics, and the administration of 
mineral oil and enemas. Sexual weakness and im- 
potency may also result in these cases. 

Tumors of the spinal cord must be distinguished 
from myelitis, sclerosis, chronic meningomyelitis, 
and syphilitic affections of the spinal meninges and 
the cord. This can be done by careful history taking 
and a thorough neurological and laboratory examina- 
tion. The study of the spinal fluid yields most im- 
portant information. 

The subsequent course of the condition depends on 
the type of the tumor and the duration and the 
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degree of the paralysis. In the Mayo Clinic series of 
cases the tumor was removed completely in eighteen 
of the twenty-six cases of extradural neoplasms; 
in seven, only partial removal was possible, in one, 
exploration was performed. In sixty-two cases of 
intradural but extramedullary tumors, the tumor 
was completely removed in fifty-nine, removed 
partially in two, and explored in one. Of the forty- 
eight cases of intramedullary tumors, the tumor was 
removed completely in three, removed partially in 
twenty-three, and explored in twenty-two. 

Of the miscellaneous group of eighteen patients, 
four were found to have an angioma or extensive 
varicosity. Of these, one has been completely re- 
lieved as the result of laminectomy and radium treat- 
ment; one has been benefited and is doing light work; 
one has been benefited but is not working; and one has 
not been benefited. One patient who had an echino- 
coccus cyst was cured by removal of the cyst. The 
two patients with tuberculoma were not benefited. 
One of the two patients with syphiloma recovered 
and the other died two years later. Of seven pa- 
tients who presented symptoms of spinal pressure 
due to hypertrophic osteitis of the laminz or body, 
three have been completely relieved of symptoms, 
one has been benefited, two have not been benefited 
and one has been operated on too recently to show 
results. 

The mortality following operation is 7 per cent. 
Surgical removal is the only proper treatment for 
benign tumors of the spinal cord. In cases of malig- 
nant lesions and angiomata radium treatment may 
be of palliative value. Intramedullary tumors are 
difficult to treat since they cannot be resected. Split: 
ting of the cord dorsally to allow the tumor to ex- 
trude spontaneously has been followed by temporary 
improvement. Ependymal-cell glioma in the filum 
terminale may be resected provided there has been 
no erosion through the spinal canal into the soft 
tissues. 


Elsberg, C. A.: Some Aspects of the Diagnosis and 
Surgical Treatment of Tumors of the Spinal 
Cord. Ann. Surg., 1925, 1xxxi, 1057. 


Pain referred to the back, abdomen, and extremi- 
ties is very frequent in cases of spinal cord tumors of 
the extradural and extramedullary type, but much 
less common when the growth lies within the sub- 
stance of the spinal cord. It is increased by cough- 
ing and sneezing, and the skin over the referred 
area is hyperesthetic. 

The X-ray examination is not conclusive. An ex- 
panding lesion within the cord does not give evi- 
dence of its presence in the roentgenogram. Only 
ten of seventy-one cases of extramedullary tumor 
showed any pathological change, and in these 
there was evidence of spondylitis or arthritis above 
or below the lesion. 

It may be extremely difficult to differentiate 
spinal cord tumor from secondary malignant dis- 
ease. Pain of brief duration followed by sudden 
flaccid paralysis of the extremities may be con- 
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sidered presumptive evidence of malignant disease, 
and is seldom associated with true cord tumor. 
Tenderness of the spinal processes at the level of 
the cord lesion is found in malignant disease of the 
spine. In spinal cord tumor the tenderness is below 
the level of the lesion. 

Errors in diagnosis have become much less fre- 
quent since the use of the manometer to detect par- 
tial or complete spinal block. However, spinal fluid 
block may be caused by inflammatory adhesions or 
fracture dislocation of the vertebrz. 

Recurrences are rare after complete removal of an 
intradural tumor, especially if a piece of the adher- 
ent dura is removed with the growth. In the tech- 
nique of removal, the incision may be made in the 
midline or to one side. The author prefers to bite 
away the spinous processes with a large ronguer for- 
ceps When the dura is incised, an effort is made to 
leave the arachnoid layer intact. If the growth is 
not seen at once, a probe or small catheter may be 
employed to explore above and below on either side. 
However, the arrest of the probe does not prove the 
presence of a tumor as this may result from other 
causes. The cord may be rotated to expose an an- 
terior tumor by grasping the dentate membrane 
with small mosquito forceps. 

In the author’s cases the mortality ranged from 
8.4 per cent in cases of removable tumors to 23 per 
cent in cases of non-removable tumors. Fatalities 
often followed from causes only indirectly connected 
with the operation. Frequently decompression with 
incomplete removal resulted in marked clinical im- 
provement lasting a number of years. The end- 
results after complete removal were good. 

Wi1am J. Pickett, M.D. 


PERIPHERAL NERVES 


Donadio, N.: The Topography of the Cervical Part 
of the Phrenic Nerve and Guiding Points in 
Phrenicotomy (Topografia e punti di repere della 
porzione cervicale del nervo frenico, con riferimento 
alla frenicotomia). Ann. ital. di. chir., 1925, iv, 121. 


The cervical part of the phrenic nerve may be 
divided into two segments, an upper one which is 
relatively superficial and extends from the origin of 
the nerve to the omohyoid muscle, and a lower one 
which is deep and extends from the omohyoid to the 
first rib. Access to the first is easy as it is covered 
only by the skin, the subcutaneous connective tissue, 
and the superficial and deep cervical aponcurosis. 
Therefore the nerve should always be approached 
in this segment. Guiding points are Chassaignac’s 
tubercle on the transverse process of the sixth cervi- 
cal vertebra and the supraclavicular branch of the 
cervical plexus which appears just beneath the skin. 
In cases in which Chassaignac’s tubercle is absent or 
snot very well developed, the point which may be 
substituted for it is that at which a line passing 
through the lower margin of the thyroid cartilage, 
prolonged outward, would cut the posterior margin 
of the sternocleidomastoid muscle. 
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An incision from 4 to 5 cm. long made back of the 
posterior border of the sternocleidomastoid at 
Chassaignac’s tubercle, incising the skin, the sub- 
cutaneous tissue, and the superficial cervical aponeu- 
rosis will expose the supraclavicular branch of the 
superficial cervical plexus. When this is followed up 
a few centimeters, another nerve is seen which 
appears to spring from the supraclavicular. This is 
the phrenic nerve, It does not spring from the 
supraclavicular nerve; both are branches springing 
from the fourth cervical like the branches of a Y 
open downward. Here the nerve is slender and 
should be followed down until it receives a branch 
from the brachial plexus and assumes its final size. 

As it was found that simple phrenicotomy did not 
completely paralyze the diaphragm, the methods 
now generally used are extirpation of the phrenic 
nerve by twisting out its whole length with all of its 
anastomoses or radical phrenicotomy in which the 
nerve is cut on the scalenus anticus and followed up 
until the inferior cervical ganglion of the sympathetic 
becomes visible, and the intervening tract is re- 
sected. 

It has often béen found that after a time the dia- 
phragm resumes its function. Most surgeons attrib- 
ute this to the branches which the last intercostal 
nerves send to the diaphragm, but the author be- 
lieves that along the diaphragmatic plexus there are 
numerous small ganglia which constitute a sort of 
autonomous nerve center for the diaphragm. He 
cites a work written by Pansini in 1888 in which these 
ganglia are described. Even if this theory is correct, 
phrenicotomy places the diaphragm at rest for a 
sufficiently long period for the treatment of the pul- 
monary lesions. Auprey G. Morcan, M.D. 


Morone, G.: Phrenicotomy in Various Diseases of 
the Lungs and Pleura (La frenocotomia in ma- 
lattie varie del polmone e della pleura). Amn. ital. di 
chir., 1925, iv, 189. 

The author has performed phrenicotomy in sixty- 
six cases, including fifty-two cases of pulmonary 
tuberculosis with extensive or total pleuroparietal 
adhesions in which therapeutic pneumothorax was 
impossible or ineffective, five cases of bronchiec- 
tasis, two cases of pulmonary abscess, four cases of 
pulmonary tuberculosis with therapeutic pneumo- 
thorax complicated by circumscribed empyema, 
two cases of pleural empyema, and two cases of 
serious deformity of the mediastinum, one of which 
has been counted with the cases of bronchiectasis 
because it presented also a bronchiectatic sac. All 
of the cases were studied clinically and roentgeno 
logically. 

Morone finds simple section of the nerve insuf- 
ficient and therefore prefers Felix’ method of twist- 
ing out the entire nerve or, if this is impossible, 
radical resection of the nerve by Goetze’s method 
which includes resection of the subclavian nerve. 

In the cases reviewed the operation always 
brought about paralysis of the diaphragm and lifted 
it from one to six fingerbreadths. The immobiliza- 
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tion was permanent except in two cases. In one of 
the latter only 2 cm. of the nerve were resected. In 
the other there was probably an anastomosis with the 
subclavian nerve. In all of the other cases the paral- 
ysis is still present after a year to a year and a half. 

In the most favorable cases the cough decreased 
or disappeared soon after the operation, expectora- 
tion was decreased, and if there was hemoptysis or 
bloody sputum it soon stopped; the fever fell after 
a brief postoperative rise, the appetite improved, 
and the patient had a sense of euphoria. In a second 
group, the fever persisted for about ten days and 
expectoration increased for from ten to fifteen days, 
but rapid improvement then followed. In a third 
group the postoperative results were good but were 
only temporary. 

In Morone’s opinion, the action of phrenicotomy 
is less than that of pneumothorax but the former 
procedure is indicated in cases in which the latter is 
impossible and may be associated with pneumo- 
thorax when it is desirable to make the collapse of 
the lung permanent or when, from prolonged col- 
lapse, the lung has become incapable of re-expand- 
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ing. It is much less severe than pneumothorax and 
may be performed as a preliminary to the latter. 
It is on the whole a valuable procedure and is in- 
dicated in cases of tuberculous lesions which are uni- 
lateral and do not permit pneumothorax. In bilate 
era lesions, unilateral phrenicotomy does littl- 
good. It may be indicated when it is necessary to 
act promptly because of some serious symptom such 
as hemoptysis and sometimes because of heart 
symptoms. It is indicated also in bronchiectasis 
accompanied by pleural adhesions, especially if there 
is a single cavity in the lower lobe of the lung, in 
which case complete cure is possible. It is of value 
also in the treatment of abscesses of the lower lobe 
of the lung or interlobar abscesses with pleural ad- 
hesions; circumscribed sacs of pleural empyema, 
especially in the lower part of the pleural cavity, 
either spontaneous or complicating a therapeutic 
pneumothorax; and postpleuritic malformations of 
the thorax and mediastinum which are causing 
serious disturbances of respiration and heart action. 
In the last class of cases it may give very brilliant 
results. Auprey G. Morcan, M.D. 
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SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Speed, K.: Tumors of the Male Breast. Ann. Surg., 
1925, Ixxxii, 45. 


Tumors of the male breast have been found to 
occur between the ages of 14 and g1 years. The 
right breast seems to be involved somewhat more 
frequently than the left. 

Sarcoma followed by ulceration and early metastasis 
is frequent. Carcinoma, which is the slowest growing 
malignant tumor, seems to merge with the superficial 
tissues about the nipple and may discharge a bloody 
serum. Metastasis occurs to the skin, muscle, fascia, 
and axillary lymph nodes. Melanoma with rapid 
and fatal metastasis has been reported. The metas- 
tasis may involve the underlying tissues long before 
it is apparent on gross examination. In cancer of the 
male breast the axillary lymph nodes are involved 
late and ulceration of the skin may not take place for 
a number of years. Postoperative recurrences are 
much less common than in women, and late recur- 
rence apparently never develops. 

The symptoms of cancer in the male breast are 
not urgent. Pain is frequently absent. Constitu- 
tional symptoms are not noted until very late. The 
tumor may be present for two or three years before 
it arouses sufficient interest to bring the patient to 
the physician. 

When malignancy is suspected in a case of tumor 
of the male breast the treatment should consist in 
radical removal. This should include complete re- 
moval of the pectoral fascia and muscles, and block 
dissection of the axillary and subclavicular and 
supraclavicular lymph nodes. 

The author reports five cases of breast tumor in 
the male. Two were carcinomata, one was a fibrosar- 
coma, one a fibro-adenoma, and one a galactocele. 
The article contains a number of excellent photo- 
micrographs showing the pathological changes. 

Wituiam J. Pickett, M.D. 


Meyer, W.: On Cancer in General and on Late 
Results After the Radical Operation for Cancer 
of the Breast; Remarks on Colonic Anesthesia. 
Surg. Clin. N. Am., 1925, v, 425. 

The theory that diet is a factor in the etiology of 
cancer may have some foundation, but when the 
gtowth is once established it cannot be cured by diet. 
The exact value of treatment with the X-ray and 
tadium is still unsettled. Surgery is indicated in 
~_ all cases in which the growth can be eradi- 
cate 

That operative removal can cure cancer is most 
clearly shown by cancer of the breast. Ninety-eight 
per cent of these tumors occur in women. The axil- 
lary lymph nodes should be removed with the breast 


in one mass. Two routes of attack are used. In one, 
the dissection is begun at the chest and continued 
toward the arm, while in the other it is begun at the 
axilla and continued toward the sternum. All 
methods are modifications of these two. 

Occasionally a microscopic cancer breaks into the 
blood stream and causes generalized carcinomatosis. 
At other times a more localized metastasis is de- 
veloped. 

The author performed his first radical operation 
for adenocarcinoma of the breast in September, 
1894. The patient is still alive and well. None of his 
patients who were operated upon before that date by 
a less radical procedure are living. 

Old age is not a contra-indication to surgery; with 
careful asepsis as good results are obtained in old 
persons as in young persons. 

The lymph drainage of the cancer area should be 
carefully studied in order that all out-going channels 
may be extirpated. When operation is refused or it 
is too late to eradicate the disease surgically, the 
X-ray or radium should be used. 

In conclusion, the author recommends Gwath- 
mey’s ether-oil colonic anesthesia for operations on 
cancer of the breast. Marcus H. Hosart, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Sergent, E., and Cottenot, P.: The Value and Limi- 
tations of Intratracheal Injections of Lipiodol 
in the Roentgen Diagnosis of Diseases of the 
Respiratory Tract; Difficulties, and Errors in 
Interpretation (Ce que le clinique peut demander 
aux injections intratrachéal de lipiodol dans le 
radiodiagnostic des affections de |’appareil respira- 
toire; difficultés et erreurs d’interprétation). Presse 
méd., Par., 1925, Xxxiii, 500. 


The injection of lipiodol is of great value in cer- 
tain cases but has very definite limitations. In the 
first place, it causes opacity of only a very small part 
of the bronchial tree, and therefore an apparently 
normal picture does not prove that the entire bron- 
chial tree is normal. The amount of lipiodol injected 
is little more than 4o c. cm., while the bronchial sys- 
tem is capable of holding at least 5 liters of air. Ifa 
large enough quantity of lipiodol is injected to fill 
the entire bronchial tree it gives an almost uniform 
opacity without any detail. 

The passage of the opaque substance through the 
bronchi is effected by two forces, gravity and tho- 
racic aspiration, the latter playing a much more 
important part than the former. In a normal subject 
these two forces carry the lipiodol to the extremities 
of the bronchi, but in pathological conditions its 
passage may be obstructed or aspiration may be in- 
sufficient. 
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Stenosis or compression of a large bronchus forms 
a barrier which prevents the filling of the neighboring 
territory. Stenosis of a bronchus which drains a 
cavity prevents the demonstration of the cavity. 
Lipivdol does not penetrate an encysted suppuration 
and will not enter a bronchus which is filled with 
pathological secretion. Insufficient aspiration also 
arrests its progress. This insufficiency may be func- 
tional or due to sclerosis of the parenchyma, pleural 
adhesions, or paralysis of the inspiratory muscles, 
particularly the diaphragm. 

It is apparent, therefore, that a positive picture 
has a definite diagnostic value, but a negative pic- 
ture is of only relative value and must be interpreted 
with great caution. 

There are certain abnormal pictures, however, 
that are absolutely typical. A large opaque spot 
attached to the bronchial tree by a cylindrical 
shadow shows a cavity and the bronchus draining it. 
Certain pictures of dilatation of the bronchi or 
peribronchial abscess are also characteristic; such 
for example, as those which look like the beads of a 
rosary or bunches of grapes and those resembling 
the fingers of a glove or a bunch of grapes. Devia- 
tions of the trachea and parietal fistulous tracts are 
other conditions which can be shown without doubt. 
But pigeon’s nest shadows are questionable; they 
may reveal bronchial dilatation, but again they may 
be present, particularly near the hilus, in the ab- 
sence of such dilatation. Regular cylindrical dilata- 
tion of a bronchus is often observed and is not neces- 
sarily pathological. In an anterior picture the bron- 
chi of the lower lobe of the lung may appear en- 
larged because of their distance from the plate. 
Sometimes the opaque shadows end suddenly as if 
they were broken off. This may be due to insuf- 
ficiency of lipiodol used or insufficiency of bronchial 
aspiration. 

In the interpretation of lipiodol pictures these 
facts should be borne in mind. 

Auprey G. Morcan, M.D. 


Perret, C. A., Piguet, C. A., and Giraud, A.: Ex- 
eresis of the Phrenic Nerve in the Treatment of 
Pulmonary Tuberculosis (L’exérése du_ nerf 
phrénique dans le traitement de la tuberculose pul- 
monaire). Presse méd., Par., 1925, xxxiii, 466. 


Pneumothorax brings about active collapse of the 
lung while thoracoplasty only removes an obstacle 
to its natural collapse. The action of exeresis of the 
phrenic nerve is related to the latter rather than the 
former. Its typical indications are therefore signs 
of cicatricial retractile sclerosis and signs of lesions at 
the base. It is such a harmless operation that it can 
be employed more freely than the others. It may be 
used as an adjunct to other procedures or as a pre- 
liminary to thoracoplasty. In many cases patients 
who refuse a thoracoplasty but consent to exeresis of 
the phrenic nerve will later permit a thoracoplasty 
when they note the improvement brought about by 
the exeresis. Exeresis of the phrenic nerve may be 
used also in cases in which the lesions are not strictly 


bilateral, provided the lesion on the sounder side is 
not progressing. 

The article includes sketches showing the anatomy 
of the phrenic nerve and the various steps of the 
operation. The trunk of the nerve rests on the 
scalenus anticus muscle within the sheath; those 
textbooks of anatomy which show it outside the 
deep aponeurosis are wrong. Sometimes it is so 
closely attached to the inner surface of the sheath 
that it is not seen lying on the muscle when the 
sheath is opened and must be looked for carefully 
on the sheath. Here it must be cut and the periph- 
eral end grasped with a Kocher forceps and twisted 
out slowly by winding it on the forceps. A com- 
plete intrathoracic exeresis of the phrenic nerve 
must be performed in order to break all of the 
anastomoses. 

Of the four anastomoses, the motor anastomosis 
coming from the subclavian nerve is the most im- 
portant because it frequently contains an accessory 
motor bundle for the diaphragm. Ruhemann made 
an exhaustive study of the motor accessory fibers 
of the phrenic nerve and in his report included 
sketches showing all of the varieties of the main 
nerve and the accessory nerve. He found that in the 
great majority of cases the accessory nerve joins 
the main nerve above the hilus of the lung and that 
therefore a slow intrathoracic exeresis will break all 
of the anastomoses of the nerve, including a possible 
accessory nerve. This is therefore the only method 
of operation that promises success. 

The authors report five of their cases. An entirely 
successful result was obtained in only one. The 
others showed all degrees of partial success down to 
complete failure. The authors believe that the chief 
causes of failure are incomplete avulsion of the 
nerve and its anastomoses and the performance of 
the exeresis in the absence of the proper indications. 
In three of their cases with unsuccessful results the 
indications were not favorable (cavities of the apex 
and absence of cicatricial retractile sclerosis) and the 
technique was faulty (resection of only 3 cm. of the 
nerve). In the one case which presented retractile 
sclerosis and in which a true exeresis was performed 
the results were excellent. 

Auprey G. Morcan, M.D. 


Heuser, C.: Roentgenography of Hydatid Cysts of 
the Lungs. Am. J. Roentgenol., 1925, xiii, 529. 


Heuser has seen hundreds of hydatid cysts of the 
lung. In Buenos Aires, they occur with equal fre- 
quency in men, women, and children, and in rural 
and urban populations. They occur in any locality 
in either lung. 

Roentgenologically, they manifest themselves as 
rounded, fairly homogeneous shadows with clear-cut, 
regular borders. The convexity is toward the pe- 
riphery. There is nothing pathognomonic in their 
appearance in the roentgenogram. Their roentgen 
picture closely resembles that of sarcoma. The au- 
thor emphasizes the fact that the borders are smooth. 

Cuartes H. Heacock, M.D. 





Ro 


col 
suc 
hez 
of 1 


of | 
hor 
tha 
ced 
fort 
the 
ren 
ver 
ple 
cut 
the 
of 1 
tior 
of s 


stay 
loce 
and 
inst 
the 
ced 
imp 
cavi 


case 
one 
two 
old « 
tion 
seve 
lung 
cove 
app: 


Klel 


case: 
into 

than 
large 
com| 
patie 
survi 
verte 
Te-ex 


acute 
walle 


i. oe oe 6 ee, ee 


ww 


eon OO = ew CONS 


So — 





SURGERY OF THE CHEST 363 


Rona, D.: Several-Stage Radical Operation for 
Old, Suppurative Pleurisies (Ueber mehrzeitige 
radikale Operation veralterter eitriger Pleuritiden). 
XI Ungar. Chirurgentag., Budapest, 1924, September. 


Rona discusses those cases of old empyema which 
come for surgical treatment late or with a fistula. In 
such cases there are two important hindrances to 
healing: rigidity of the bony chest wall and thickening 
of the pleural membranes with shrinkage of the lung. 

Most surgical methods attempt, after evacuation 
of the pus, to obliterate the remaining space. Often, 
however, the patient’s general condition is so poor 
that he is unable to withstand a very radical pro- 
cedure. Of the many methods recommended hereto- 
fore, the author considers the Ransohoff operation as 
the most effective. In this procedure, after extensive 
removal of the costal pleura, longitudinal and trans- 
verse lattice-like incisions are made in the visceral 
pleura, extending down to the lung. The lung is also 
cut around at its attachment to the costal pleura, 
thereby being freed from its adhesions. Expansion 
of the lung then occurs gradually through respira- 
tion. In this manner healing can be obtained in cases 
of several years’ standing. 

Rona operates upon old empyemata in ‘several 
stages, performing first, and when possible under 
local anesthesia, the Schede thoracoplastic operation 
and then the Ransohoff release of the shrunken lung 
instead of the Delorme decortication. Because of 
the patient’s poor resistance he considers this pro- 
cedure the safest. He emphasizes especially the 
importance in total empyemata of eliminating the 
cavity under the first and second ribs. 

Since 1912 Rona has operated upon eighty-nine 
cases of suppurative pleurisy. In sixty-two cases 
one rib was resected. In twenty-one, the removal of 
two ribs was necessary. In three cases of neglected 
old empyema cavities extensive thoracoplastic opera- 
tions were done; as many as ten ribs were resected in 
several stages with subsequent mobilization of the 
lungs by Ransohoff’s method. Two patients re- 
covered. One died six weeks after the last operation, 
apparently of amyloidosis of the kidneys. 

Von LosBMAYER (Z). 


Klekner, K.: The Surgical Treatment of Diseases 
of the Pleura (Die chirurgische Behandlung der 
Brustfellerkrankungen). XJ Ungar. Chirurgentag., 
Budapest, 1924, September. 

With regard to treatment, the author divides 
cases of pleural injuries with open pneumothorax 
into those with an opening in the chest wall smaller 
than the trachea and those in which this opening is 
larger than the trachea. In the former the lung is not 
compressed beyond half its volume. Therefore the 
patient in whom the condition is bilateral is able to 
survive. If a large opening in the chest wall is con- 
verted into a small opening the compressed lung can 
te-expand by itself. 

In comparing the different methods of treating 
acute empyema Klekner states that the use of rigid 
walled tubes which are narrower than the trachea 


gives better results because the respiratory mechanism 
is dependent upon the integrity of the chest wall. He 
attributes chronicity of the condition and marked 
contraction of the lung to extensive rib resection. He 
hopes that in acute empyema the drainage method 
will become generally adopted. He has not done a 
rib resection in acute empyema for fourteen years, 
and in his eighty-four cases the mortality was only 
4.8 per cent. In not one of his cases did the condi- 
tion become chronic. 

Klekner first evacuates the pus through a small 
opening and then examines the patient with the X- 
ray for a foreign body or a lung sequestrum in the 


‘pleural cavity. If a foreign body or sequestrum is 


found, he removes it through a larger opening. For 
tuberculous empyema he advocates closed treatment. 
If secondary infection is present he tries the small 
calibered open treatment. If this is unsuccessful, 
the Sauerbruch extrapleural thoracoplasty is in- 
dicated. In chronic fistulous empyema Ritter’s 
conservative management is worth trying. If this is 
unsuccessful Klekner attempts lung expansion by 
Peuckert’s method in several stages and the removal 
of the bony chest wall. In cases of pulmonary tu- 
berculosis he does not decorticate the lung. With 
regard to tumors of the pleura he states that he 
hopes for better results in therapy from further 
development of the X-ray diagnosis. 
Von LopmMayerR, M.D. 


Harrington, S. W., and Plankers, A. G.: Empyema. 
Surg. Clin. N. Am., 1925, V, 791. 


The authors report five interesting cases of em- 
pyema and discuss the principles underlying the 
treatment. 

Case 1 was that of a boy aged 9 years who gave a 
history of unrecognized empyema of four months’ 
duration. Closed drainage with hychlorite irriga- 
tions for seven weeks resulted in remarkable im- 
provement. Subsequently two open operations were 
done to unroof the cavity entirely. X-ray examina- 
tion following the injection of sodium bromide into 
the irrigation tube disclosed a long narrow pocket. 

Case 2 was that of a man aged 42 years who gave a 
history of influenza, and pneumonia, and empyema 
on the right side. The empyema was treated by rib 
resection. After nineteen years of good health, a re- 
currence of the empyema necessitated further rib 
resections and as many as twenty-two incisions for 
drainage. The patient came to the Clinic with a 
persistent draining sinus. To unroof the cavity en- 
tirely a radical open operation with multiple rib 
resections was necessary. This disclosed firm ad- 
herence of the visceral and parietal pleura at the 
right base, multiple burrowed sinus tracts surround- 
ing the original cavity, and a large shallow pocket at 
the vertebral gutter. 

This case demonstrates the chronicity resulting 
from inadequate drainage, the possibility of recur- 
rence following a seemingly perfect cure, and the 
necessity for a radical open operation to obtain a 
permanent result. 
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Case 3 was that of a 17-year-old man with an em- 
pyema pocket in the first and second interspaces on 
the left side anteriorly which necessitated the re- 
section of from 12 to 14 cm. of the second, third, 
fourth, and fifth ribs to unroof the cavity. A sinus 
tract led down from the cavity to the lower end of 
the sternum, at which point the empyema necessi- 
tatis was first discovered by the patient’s family 
physician as a tender fluctuating mass. Decortica- 
tion of the visceral pleura was done. The wound 
healed to a narrow scar. 

Case 4 was that of a boy 15 years of age. A roent- 
genogram disclosed a large cavity in the upper left 
lobe and marked interlobar pleurisy and infiltration, 
probably an abscess. The patient had been operated 
upon elsewhere and came for examination because of 
a persistent draining sinus in the lower left axillary 
line. He gave a history of bronchial fistula. At 
operation, the cavity was found to extend high in 
the axilla, necessitating several open operations with 


multiple rib resections. Several fistulae were found. 
After a few weeks all of the fistula except one had 
healed spontaneously, as is usual with most small 
fistulae. The most efficient method of promoting 
the healing of fistulz is the continued application of 
silver nitrate at weekly or ten-day intervals. 

Case 5 was that of a man aged 37 years who came 
to the Clinic with a persistent sinus in the left axillary 
line. Operation disclosed an immense cavity extend- 
ing well up to the second rib. In this case, a pre- 
liminary two-stage extra-pleural thoracoplasty was 
performed before the cavity was opened, and in the 
meantime the cavity was irrigated with a 1:7 hy- 
chlorite solution. The capacity of the cavity fluc- 
tuated from 840 to 360 c.cm. and back to 840 c.cm., 
probably because of the presence of multiple pockets. 
At operation, the cavity was found lined throughout 
by a thick layer of calcium. This explains the failure 
of preliminary irrigations to reduce it. The infection 
was of the posttonsillectomy aspiration type. 
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GASTRO-INTESTINAL TRACT 


Hughson, W.: Reflex Spasm of the Pylorus and Its 
Relation to Diseases of the Digestive Organs. 
Arch. Surg., 1925, xi, 136. 

The author established by fluoroscopic examina- 
tion and the use of an opaque meal of barium sul- 
phate and water that the normal emptying time of a 
dog’s stomach is three and four-tenths hours. 

Traumatization of any abdominal viscus in the 
dog by a surgical procedure increases this emptying 
time approximately 67 per cent for a period of about 
two weeks. 

The motility of the stomach is unaffected by 
traumatization except that the speed of the contrac- 
tion waves is increased. 

The hypothesis is advanced that spasm of the 
pylorus resulting from disease within or adjacent to 
the abdominal cavity is due solely to irritation of the 
peritoneal surface. Howarp A. McKnicut, M.D. 


Guibal, P.: Circumscribed Phlegmonous Gastritis 
Treated by Gastropylorectomy; Recovery from 
the Operation; Death from Secondary Perfora- 
tion of the Stomach (Gastrite phlegmoneuse 
circonscrite traitée par la gastropylorectomie; guéri- 
son opératoire; mort par perforation secondaire de 
Vestomac). Bull. et mém. Soc. nat. de chir., 1925, li, 
486. 


The literature reports few operations for phleg- 
monous gastritis. In the diffuse type, the evolution 
of the condition is so rapid that surgery is of little 
avail, but in the circumscribed type the develop- 
ment is slower and operation has sometimes proved 
successful. 

Guibal’s case was that of a man 20 years of age 
whose symptoms had been present for seven or eight 
months. The findings of examination suggested 
ulcer with perigastritis. 

Operation revealed a tumor larger than the palm 
of the hand and two smaller tumors on the greater 
curvature. As the neoplasms were believed to be 
sarcomata, a pylorogastrectomy was performed, the 
resection being carried far from the tumors into 
healthy tissue and only a small part of the stomach 
being left. 

The patient made a good recovery, but thirty days 
after he left the hospital he experienced a sudden 
gastric pain followed by the signs of general peri- 
tonitis and died after forty-eight hours. 

Microscopic examination of the tumors showed 
the condition to be phlegmonous gastritis with total 
infiltration of the gastric walls. 

In Guibal’s opinion, the perforation was due to 
recurrence of the condition in the stump of the 
stomach. W. A. BRENNAN. 


Mayo, C. H.: Ulcer of the Stomach and Duodenum. 
Surg. Clin. N. Am., 1925, Vv, 639. 

The author reviews the stages in the progress of 
gastric surgery from the time of Billroth, Kocher, 
and Mikulicz to the time of Finney and Pélya. The 
Billroth I operation was originally intended to relieve 
obstruction from ulcer or carcinoma. Its present use 
for the relief of disease in the duodenum is, in the 
author’s opinion, a misapplication. 

The stomach is prone to reflect disease in many 
parts of the body. Hasty diagnosis is responsible 
for a startling array of operations on the obvious 
organ. Needless gastro-enterostomy has at least the 
virtue that it frequently establishes the guilt of some 
other organ. : 

The sensitiveness of the stomach varies in differ- 
ent persons. Symptomless ulcer is an example of 
one extreme, while the pylorospasm associated with 
disease in the gall bladder or appendix illustrates the 
other. Healed ulcers, whether symptomless or not, 
have justified the belief that much may be ac- 
complished by measures short of operative proce- 
dures. Their demonstration at autopsy has helped to 
heal the breach between the surgeon and the inter- 
nist. 

About 78 per cent of ulcers occur in the duodenum. 
The author has seen them only in the portion be- 
tween the pylorus and ampulla, where Brunner’s 
glands occur. 

For the proper treatment of peptic ulcer coépera- 
tion between the physician and surgeon is necessary. 
If the patient is doing well, surgical measures should 
not be instituted, but if medical treatment cannot 
check the relapses, surgery is today regarded as jus- 
tified. The method followed depends not only upon 
the type of lesion and the type of patient, but also 
upon the capability limitations of the surgeon. 


Proctor, O. S.: Chronic Peptic Ulcer in Children. 
Surg., Gynec. & Obst., 1925, xli, 63. 


Proctor examined the records of the last 1,000 
gastric ulcers and the last 1,000 duodenal ulcers seen 
at the Mayo Clinic to determine the percentage of 
the patients who had had symptoms in childhood. 
Sixteen of those with gastric ulcer and twenty-six 
of those with duodenal ulcer had symptoms dat- 
ing back to childhood, even to the age of 4 or 5 years. 
Therefore forty-two patients in a total of 2.009 with 
peptic ulcer, or twenty-one for every thousand, had 
the onset of their disease as children, and in a large 
number of these the condition dated back many 
years into childhood. These data leave little doubt 
that the disease is often unrecognized in children, 
and that if the possibility of its presence is borne in 
mind a steadily increasing number of cases will be 
diagnosed and it will cease to be a rarity. 
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Delore, X., and Creyssel, J.: Postoperatively Re- 
curring Ulcers, More Commonly Called ‘‘Pep- 
tic Ulcers’? (Des ulcéres récidivants post-opéra- 
toires, plus communément appelés “ulcéres pep- 
tiques”). J. de chir., 1925, xxv, 385. 


The authors call attention to the divergence of 
opinion which still exists in regard to the pathogene- 
sis of peptic ulcers and hence to their prevention and 
treatment. They report in detail twenty-one cases 
with twenty-five postoperative peptic ulcers. Some 
of these recurrent ulcers appeared in the stomach 
instead of the jejunum. Nineteen of the patients 
were males. Not all of the primary ulcers were at or 
near the pylorus, one being on the lesser curvature 
and another in the duodenum. According to the 
authors’ statistics, the frequency of peptic ulcers is 4 
per cent. 

While many of the complications of ulcer formerly 
observed have disappeared since the introduction of 
transmesocolic gastro-enterostomy, the latter opera- 
tion has introduced a new complication, viz., fistuli- 
zation of the ulcer into the colon. This occurred in 
one of the authors’ cases. Such fistulz are due to ad- 
hesions between the jejunum or the greater curva- 
ture of the stomach and the posterior surface of the 
transverse colon. 

From a study of the pathogenesis of peptic ulcers 
the authors have come to the conclusion that opera- 
tive trauma, operative technique, and persistent 
hyperacidity of the gastric secretion do not explain 
the formation of peptic ulcer satisfactorily. They 
believe that a more important factor is the persis- 
tence, despite operation, of an ulcerous diathesis 
which creates the second ulcer just as it created the 
first. 

The tendency of peptic ulcers to recur has been re- 
ported by others. Reports of such cases show that 
the formation of the ulcers depends chiefly on the 
presence of pathological mucosa. 

In some cases the ulcerous diathesis of the mucosa 
may be slight and therefore becomes cured spon- 
taneously after operation, but in others it may persist 
despite repeated operations. Therefore it is neces- 
sary to remove the diseased mucosa as thoroughly 
as possible. 

The presence of a jejunocolic and gastrocolic 
fistula is characterized by diarrhoea with the passage 
of whitish, fatty stools, vomiting, colic, and eructa- 
tions with a fecal odor. The X-ray shows rapid 
appearance of the bismuth meal in the descending 
colon. When the condition is untreated, it is usually 
rapidly fatal. 

The treatment of simple peptic ulcer is resection 
followed by anastomosis to re-establish the con- 
tinuity of the gastro-intestinal tract. Although this 
method cannot be said to prevent recurrence with 
certainty, it offers the best prognosis as it removes 
the greater part of the diseased mucosa. 

In cases of peptic ulcer with complications the 
operative treatment must be chosen according to 
the indications of the particular case. 

W. A. BRENNAN. 


Mann, F. C.: The Chemical and Mechanical Fac- 
tors in Experimentally Produced Peptic Ulcer. 
Surg. Clin. N. Am., 1925, V, 753. 

The probable course of events in the formation and 
healing of experimentally produced peptic ulcers, so 
far as they can be observed macroscopically and 
microscopically, is as follows: 

The operative procedure draining the alkaline 
secretions away from the point of emergence of the 
acid exposes the adjacent intestinal mucosa to an 
acid medium longer than is normal. This is due to 
failure of the acid to be neutralized and failure of the 
gastric contents to be passed along normally. While 
the whole surface of the mucosa is exposed to the 
gastric contents, depending upon the opening at the 
pylorus and the propulsive action of the stomach, 
there are points where the gastric contents strike 
with force, a nozzle-like action. The ulcer develops 
on the site subjected to the greatest force of impinge- 
ment of the gastric contents. The same factors 
which produce the ulcer prevent it from healing. 

While chemical and mechanical factors are recog- 
nized as of great importance in the causation of pep- 
tic ulcers and in the prevention of their healing, they 
are probably not the only factors involved but re- 
ceive emphasis because they can be readily studied 
and their effects can be analyzed. If the intestinal 
mucosa were normal, it seems improbable that im- 
pingement of the gastric contents would cause the 
formation of an ulcer. It seems that there must be 
some underlying change in the mucosa, such as in- 
fection or impaired resistance, using the latter term 
in a general sense. On the other hand, no lesion will 
develop in an intestinal mucosa susceptible to the 
formation of ulcers if it is not subjected to the in- 
fluence of the gastric contents. 


Eiselsberg, A.: The Surgical Treatment of Gastric 
Ulcer. Acta chirurg. Scand., 1925, lix, 71. 


The records of the Eiselsberg clinic for the period 
from 1918 to 1924 show that the number of cases 
of gastro-intestinal ulcer has increased and that 
duodenal ulcer is more common than ulcer at the 
pylorus. 

In perforating ulcer, immediate surgical inter- 
ference is indicated. Depending upon the patient's 
general condition, either a palliative operation such 
as suturing of the ulcer and gastro-enterostomy or 
resection should be done. For irrigation of the in- 
fected abdominal cavity the hydrochloric acid-pepsin 
solution suggested by Schoenbauer is recommended. 

The necessity for immediate operation for hemor- 
rhage is not as yet generally recognized. Operation 
is usually done for the relief of chronic pain and 
stenosis. , 

Experience has shown that when resection 1s 
possible and easy to perform, it is of advantage not 
only because of the possibility that the lesion may be 
a carcinoma instead of an ulcer but also because of 
the danger of recurrence after gastro-enterostomy 
and the formation of a peptic jejunal ulcer after unl- 
lateral exclusion of the pylorus. Resection by the 
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Billroth II method is followed by recurrence much 
less frequently than gastro-enterostomy, exclusion 
of the pylorus, and transverse resection of the stom- 
ach. 

In 691 cases in which resection was done at the 
Eiselsberg clinic in the period from 1918 to 1924 the 
mortality was 4.45 per cent. At present, resection is 
the operation of choice. The author suggests, how- 
ever, that at some future time it may be replaced by 
more simple measures such as jejunostomy with 
internal treatment or operation on the sympathetic 
nervous system of the stomach. 


Radoiévitch, S.: The Best Surgical Treatment for 
Gastroduodenal Ulcers That Have Perforated 
into the Peritoneal Cavity (Du meilleur traite- 
ment chirurgical des ulcéres gastro-duodénaux per- 
—_ en péritoine libre). Rev. de chir., Par., 1925, 
xliv, 161. 


The author quotes the opinions of a large number 
of surgeons and cites their results obtained by various 
methods of operation. The conclusion drawn is that 
better results, both immediate and late, are obtained 
by direct methods of exeresis —more or less exten- 
sive and more or less typical destruction or removal 
of the ulcer with or without gastro-enterostomy— 
than by the so-called indirect methods, that is, simple 
suture or suture with gastro-enterostomy. 

Three factors must be considered in the choice of 
the method of operation: the time since the perfora- 
tion, the patient’s general condition, and the physical 
character of the lesion. In some cases a poor general 
condition may necessitate a less desirable operation. 
In cases of small ulcers which show little or no indura- 
tign and caused no symptoms before perforation, 
suture may suffice. The possibility of the trans- 
formation of ulcer into cancer constitutes a powerful 
argument in favor of free excision if there are no 
definite contra-indications to this procedure. Con- 
trary to what might be expected, excision is more 
urgent in cases of perforated ulcer than in cases of 
non-perforated ulcer. 

The article is supplemented by an extensive bibli- 
ography. Auprey G. Morcan, M.D. 


Delore, X, Mallet-Guy, P., and Vachey, A.: Re- 
section in Adherent Ulcers of the Lesser Curva- 
ture (De la résection dans les ulcéres adhérents de la 
petite courbure). Rev. de chir., Par., 1925, xliv, 215. 


The authors discuss the question as to whether 
adhesion of an ulcer is a contra-indication to resec- 
tion and decide in the negative. The results of 
gastro-enterostomy in such cases are often only 
temporary and the late results are almost always 
mediocre. A case is reported in which, on re-opera- 
tion after a gastro-enterostomy, a fresh ulcer was 
found on the lesser curvature beside the scar of the 
old one. 

The chief argument for resection is that it serves 
to prevent the development of ulcer cancer. The 
only cases in which resection should not be performed 
are those in which it is anatomically impossible or 
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the patient’s condition does not permit so serious an 
operation. In such cases, cauterization of the ulcer 
should be performed by Balfour’s method. 

The best resection is cuneiform resection. Gas- 
tropylorectomy has a high mortality, and annular 
gastrectomy removes a healthy part of the greater 
curvature and does not permit the removal of as 
much of the affected lesser curvature as the atypical 
operation. When there is mediogastric stenosis the 
problem is different. If the ulcer is low down it is 
sometimes simpler to resect the lower pocket and the 
pylorus and reconstruct by the Billroth II operation. 

The incision for the cuneiform resection of an ad- 
herent ulcer of the lesser curvature is about 8 cm. 
long, reaching neither to the umbilicus nor to the 
ensiform process. After careful exploration the 
stomach is exteriorized and the ulcer carefully freed 
with curved scissors following the wall of the stomach 
carefully “‘as a bone is followed with a rugine” so as 
to avoid the viscus to which the ulcer is adherent; 
otherwise severe hemorrhage may result. It does no 
harm even if a little of the serosa and musculature 
of the stomach is left adherent to the organ. The 
granular base of the ulcer will remain on the liver or 
pancreas and may be left there, but should be lightly 
cauterized. The wedge-shaped excision is then made 
and the stomach sutured, generally along the axis of 
the lesser curvature rather than transverse to it. 
If there is much retraction of the stomach, a comple- 
mentary gastro-enterostomy may be performed. 

This method gives good results and should be 
proposed to all patients who continue to suffer after 
some months of medical treatment. 

Auprey G. Morcan, M.D. 


Cabot, H., and Adie, G. C.: The Etiology of Cancer 
of the Stomach. Ann. Surg., 1925, |xxxii, 86. 


A review of the literature reveals that approximate- 
ly twice as many surgeons believe that the develop- 
ment of carcinoma from ulcer occurs in less than 10 
per cent of cases as believe that the frequency is 
between 50 and 8o per cent. The difference in opin- 
ion depends largely on differences in the interpreta- 
tion of the pathological changes. A uniform standard 
for the interpretation of the pathological picture 
should be adopted. From the clinical aspect the most 
important factor indicating the presence of a previous 
ulcer seems to be an ulcer history, but a diagnosis of 
previous ulcer based upon an ulcer history is not 
always dependable as it is not uncommon to obtain 
an ulcer history in a case without ulcer. 

In the authors’ series of 112 cases of carcinoma of 
the stomach there were only nine with a definite 
ulcer history. The location of the growth was as 
follows: diffuse, sixteen cases; at the pylorus, fifty- 
five cases; on the lesser curvature, fifteen cases; in 
the cardia, nine cases; on both walls, eight cases; 
on the posterior wall, five cases; on the greater curva- 
ture, two cases. 

The authors believe that for the diagnosis of car- 
cinoma arising from a chronic peptic ulcer there must 
be evidence of cicatricial fibrosis extending through 
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the stomach wall and associated with sclerosis of the 
blood vessels and that the carcinomatous invasion 
must be confined to the ulcer margin. Regenerative 
gland formation and proliferation at the sides and 
base of the ulcer must not be regarded as evidence of 
malignancy. The diagnosis of carcinoma must de- 
pend wholly upon the presence of free-growing cells 
in the tissue spaces. 

In the authors’ cases there were but five which 
showed evidence of cancer developing upon pre- 
existing ulcer. 

The best evidence of cancerous degeneration of an 
ulcer would be obtained from the study of a group 
of known cases of ulcer in which cancer developed 
after a period of ten years. 

Wititam J. Pickerr, M.D. 


Blackford, J. M.: Gastric Carcinoma. Northwest 
Med., 1925, xxiv, 280. 

In a study of 2,000 cases of gastric complaints the 
following conditions in the upper abdomen were 
found responsible: gall-bladder disease, 369 cases; 
duodenal ulcer, 168 cases; gastric cancer, 58 cases; 
and chronic gastric ulcer, 31 cases. 

In a study of the fifty-eight cases of gastric cancer 
it was found that in 80 per cent the cancer originated 
in a resectable portion of the stomach. Pyloric ob- 
struction had been a fortunate complication because 
it brought the patient early for treatment. Patients 
with short histories had marked evidence of disease 
when they were first seen. The ratio of males to 
females was 4:1. 

Complete records were available for only forty-five 
of the fifty-eight cases of cancer. These are divided 
into three groups as follows: 

1. Cases with a probable history of gastric ulcer. 
This group included nine cases. Of seven gastric 
analyses, six showed free hydrochloric acid. The 
average duration of the symptoms was sixteen years. 

The average length of time since the symptoms 
changed to those of cancer was eleven months. 

2. Cases with a possible history of gastric ulcer. 
In this group there were eight cases. Of five gastric 
analyses, three showed free hydrochloric acid. The 
average duration of indefinite symptoms suggesting 
ulcer was twelve years. The onset of cancer symp- 
toms occurred, on an average, eleven months before 
the patient came for examination. 

3. Cases with no previous suggestion of ulcer. 
This group included twenty-eight cases. Of nine- 
teen gastric analyses, none showed free hydro- 
chloric acid. 

The ratio of thirty-one cases of chronic gastric ul- 
cer to fifty-eight cases of gastric cancer indicates 
that ulcer does not usually precede cancer, yet the 
ratio of thirty-one cases of gastric ulcer to seventeen 
cases of gastric cancer with an ulcer history sug- 
gests a causal relationship. 

The author believes that chronic gastric ulcer is 
exclusively a surgical disease. An early diagnosis 
before there are serious symptoms offers the only 
prospect of radical relief. Ropert M. Grier. M.D. 


Macdonald: Observations on Subvaterian Stenosis 
of the Duodenum (Observations sur la sténose 
sous-vatérienne du duodénum). Bull. et mém. Soc. 
nat, de chir., 1925, li, 529. 

Macdonald has observed twenty-six cases of sub- 
vaterian stenosis of the duodenum. Twenty-three 
were operated upon. Ptosis of the colon was present 
in only two cases, but mesenteritis and enlargement 
of glands in the vicinity of the root of the mesentery 
were frequently found. 

The operative treatment was simple duodeno- 
jejunostomy in eleven cases, duodenojejunostomy 
and gastro-enterostomy in eight, duodenojejunos- 
tomy and appendectomy in three, and duodenojeju- 
nostomy and cholecystectomy in one. The one death 
followed a simple duodenojejunostomy. 

In the performance of duodenojejunostomy the 
author always mobilizes the duodenum by incision 
of the peritoneum over the dilated subcolic loop in- 
stead of by the Kocher method. 

Macdonald believes that the severe vomiting 
after a simple gastro-enterostomy is due to the pres- 
ence of an unrecognized subvaterian stenosis. 

W. A. BRENNAN. 


Sandahl, C.: The Casuistics and Operative Treat- 
ment of Retroperitoneal Rupture of the Duo- 
denum. Acta chirurg. Scand., 1925, lix, 55. 


This article reports the case of a patient who sus- 
tained an injury of the abdomen. At laparotomy 
for suspected subcutaneous rupture of the intestine, 
performed two and a half hours after the accident, 
a large hematoma was found in the upper portion of 
the abdomen and a retroperitoneal rupture in the 
anterior wall of the duodenum. The operative pro- 
cedures consisted in duodenorrhaphy and drainage. 
The patient recovered. 

Sandahl states that when a hematoma is found in 
the neighborhood of the duodenum, it is of great 
importance to make a methodical examination of 
the entire retroperitoneal portion of the duodenum. 
The mode of operation should depend upon the size, 
appearance, and age of the rupture. In cases of large 
ruptures and severe contusions of the duodenal wall 
and in cases of small ruptures more than twelve 
hours old, resection should be performed. Suturing 
alone is dangerous because vitality of the intestinal 
wall is impaired. 

Small ruptures less than twelve hours old may be 
sutured. Gastro-enterostomy should be done in 
these cases only when the lumen of the duodenum 
is greatly constricted. In the absence of marked 
constriction the duodenum can be relaxed sufficiently 
by starvation for a few days. 

The suture material should be catgut, not silk. 


Dunhill, T. P.: Duodenal and Gastric Ulceration: 
Some Personal Experiences. Brit. M. J., 1925; 

i, 1069. 
In the treatment of duodenal and gastric ulcers 
the etiology of the lesion must be kept in mind. 
Hygienic measures, diet, and rest must not be neg- 
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lected or surgery may fail. The author believes 
that operation is indicated only when medical treat- 
ment does not give relief. 

The nature of the condition is not always evident 
from the history. In one group of cases of duodenal 
ulcer in which hemorrhage is a prominent feature, 
pain may be entirely absent. In other cases the pain 
is atypical, being due to the complications of the 
ulcer. A careful X-ray examination by a competent 
roentgenologist is indispensable. If the ulcer pene- 
trates and involves the pancreas the pain may be 
severe and more or less constant. When a palpable 
mass is present it may be difficult to differentiate 
between carcinoma of the pylorus and penetrating 
ulcer of the duodenum. 

Of two women complaining of abdominal pain 
which was aggravated during menstrual periods, 
one had had two, and the other three, operations for 
what proved to be a chronic gastric ulcer. 

For cases of hour-glass stomach the author pre- 
fers the Pélya-Balfour partial gastrectomy. The 
results of this procedure are satisfactory though the 
patient is unable to eat a large meal. 

Persistent hemorrhage can usually be controlled 
to such an extent that operation can be performed 
safely. Gastrojejunal ulcer after gastrojejunostomy 
often presents great difficulties because of adhesions 
due to inflammation. In such cases the author closes 
the opening in the jejunum and performs the Pélya- 
Balfour partial gastrectomy. 

Witiiam J. Pickett, M.D. 


Gussio, S.: Experiments in Mediogastric Exclusion 
in a Study of the Pathogenesis of Secondary 
Jejunal Ulcer (Alcune esperienze di esclusione 
mediogastrica per lo studio della patogenesi dell’ 
ulcera digiunale secondaria). Arch. ital. di chir., 
1925, Xi, 139. 

For the purpose of studying the cause of second- 
ary jejunal ulcer the author performed a series of 
experiments on dogs in which he incised the stomach 
fom the greater curvature to within 2 cm. of the 
lesser curvature, sparing the principal nerve trunks, 
and sutured the two sacs, leaving a communication 
between them along the lesser curvature. He then 
performed a laterolateral gastrojejunostomy of each 
of the two sacs, leaving an intermediate loop from 
12 to 15 cm. long between the two gastro-enteros- 
tomies. Sketches of the method of operation are 
shown. 

There were two types of gastro-enterostomy. In 
that of Type A, the first gastro-enterostomy—the 
one closest to the duodenum—was in the cardiac sac, 
and the second—the one farthest from the duodenum 
~was in the pyloric sac. In that of Type B, the 
first gastro-enterostomy was with the pyloric sac and 
the second, in the cardiac sac. 

_There were three series of experiments. In the 

irst, an incomplete mediogastric exclusion was done 

with a double gastro-enterostomy near the duodeno- 
jejunal fossa, the pylorus being left open. In the 
second, an incomplete mediogastric exclusion was 


done with a double gastro-enterostomy at a distance 
from the duodenojejunal fossa and the pylorus left 
open. In the third, an incomplete mediogastric 
exclusion was done with a double gastro-enterostomy 
near the duodenojejunal fossa and with exclusion of 
the duodenum by closure of the pylorus. 

The author concludes that the cause of secondary 
jejunal ulcer is the hydrochloric acid which is pro- 
duced preponderantly in the cardiac sac, and that 
the power of this acid to produce ulcer depends on the 
defense of the loop as measured by the vitality of its 
tissues and the alkaline duodenopancreatic juice. 

The secretion of the cardiac sac is made up only in 
small part of the muco-alkaline secretion of the car- 
diac glands and for the most part of the acid-peptic 
secretion of the gastric glands, while the secretion of 
the pyloric sac is for the most part the muco-alkaline 
secretion of the pyloric and intestinal glands and 
only in small part the acid secretion of the gastric 
glands. When in complete mediogastric division the 
acidity is highest in the cardiac sac the ulcers de- 
velop in the cardiac loop, and when in incomplete 
division the acidity is highest in the pyloric sac the 
ulcers develop in’ the pyloric loop. The defensive 
power of the duodenal secretion was shown by the 
greater severity of the lesions in the experiments in 
which the duodenum was excluded by closure of the 
pylorus and those in which it was retarded in its 
arrival by the greater distance. Ulcers were not pro- 
duced by operative or foreign body trauma unless 
they acted on an area affected by acidity. 

Auprey G. Morcan, M.D 


Okinczyc, J., and Breton, M.: Megacolon with Ab- 
normal Position of the Small Intestine; Leio- 
myoma of the Rectum (Mégacolon avec vice de 
position de l’intestin gréle; léiomyome du rectum). 
Bull. et mém. soc. nat. de chir., 1925, li, 400. 

The patient whose case is reported, a 28-year-old 
woman, came to the authors for treatment in August, 
1922, complaining of metrorrhagia. She said nothing 
about the intestinal abnormality which she knew was 
present because she had consulted Mauclaire regard- 
ing it in 1917 and Mauclaire had advised colectomy, 
which she refused. 

The authors operated on the diagnosis of a pedun- 
culated fibroma of the uterus but when they found 
the enormously dilated colon and rectum they did 
not dare to perform a colectomy without the patient’s 
consent. They removed the appendix and replaced 
the intestine in position, liberating adhesions of the 
two loops of the sigmoid flexure which were creating 
a predisposition to volvulus. 

After the patient had recovered from the operation 
she reported that she had always suffered from stub- 
born constipation and that for about a year she had 
only had one enormous evacuation each month at 
the time of her menses. However. as she had always 
passed gas regularly there was no distention of the 
abdomen which might have helped in the diagnosis. 

She was dismissed from the hospital but returned 
in November 1924, again complaining of copious 
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metrorrhagia. At this time she consented to operation 
on the intestine. The authors performed a colectomy 
and a latero-lateral anastomosis of the ileum on the 
anterior surface of the megarectum. They found 
also a mass of tumors, about fifteen in number, sur- 
rounding the anorectum, which proved on micro- 
scopic examination to be leiomyomata of the rectum. 
They removed as much of the megarectum as they 
dared and fixed the upper end of the remaining part 
into the lower part of the abdominal incision. 

After nine days signs of occlusion developed. A 
second operation was therefore performed, but the 
patient died. 

The authors believe that in this case the primary 
condition was the megasigmoid which displaced the 
small intestine, pushing it up under the left arch of 
the diaphragm. The root of its mesentery then 
pressed on the transverse colon and brought about 
secondary dilatation of the right colon and cecum. 

The presence of megarectum always complicates 
the operation for megacolon. ‘The caliber of the rec- 
tum and the thickness of its walls prevented an 
end-to-end anastomosis between the ileum and rec- 
tum. The authors believe that better results might 
have been obtained if a Lane’s sound had been in- 
troduced through the anus and the anastomosis into 
the small intestine. Auprey G. Morcan, M.D. 


Gerzowitsch, M.: The Results of the Various Oper- 
ative Methods of Treating Diverticulosis of the 
Large Intestine (Ueber die Resultate der ver- 
schiedenen operativen Behandlungsmethoden der 
Divertikulose des Dickdarms). Schweiz. med. Wchn- 
schr., 1925, lv, 124. 


Diverticulosis of the large intestine is a not un- 
common anatomical change in the intestinal wall 
which remains harmless and as a rule runs a clin- 
ically latent course as long as no further changes 
occur. Attention is called to the condition first when 
the diverticulum becomes inflamed or perforates, 
when ulceration causes hemorrhage. or when fecal 
residue lying within the diverticulum gives rise to a 
chronic, spastic stenosis. 

In favorable cases the diagnosis may be made by 
means of the X-ray, but in cases complicated by 
chronic inflammatory processes it is sometimes so 
very difficult that, as occurred in three cases re- 
ported by the author, even direct examination 
through the opened abdomen suggests cancer. 

In order to determine the effectiveness of opera- 
tive treatment the author reviewed the histories of 
316 cases reported in the literature. In those in 
which surgical interference was necessitated by 
acute complications such as diffuse peritonitis or 
circumscribed abscess, the prognosis was, of course, 
very much less favorable. Of eighty-five cases of 
this character a cure resulted in only 52 per cent. 
In twenty-one cases in which resection was neces- 
sitated by intestinal stenosis, there was one death. 
Of five cases in which an entero-anastomosis was 
done, two were fatal. In seven cases in which an 
intestinal fistula was formed, there was one death. 


The reports of the 182 remaining cases did not state 
the reason for operation. 

From this study the impression is gained that, 
except in cases with acute complications, resection 
has given the best results, but even this has a mor- 
tality of 12 per cent. BRUNNER (Z). 


Phillips, C. E.: The Surgical Treatment of Diseases 
of the Colon. California & West. Med., 1925, xxiii, 
710. 


The two prime essentials in the treatment of 
colonic disease are rest and cleanliness. Direct treat- 
ment may be given the colon by medication and ir- 
rigation, and relative rest by the use of drugs. Rela- 
tive cleanliness can be obtained only by sidetracking 
the bowel. 

In the operation devised by the author an in- 
cision is made in the right iliac region like the Mc- 
Burney incision for appendectomy, and the fibers 
of the external oblique muscle are cut obliquely so 
that a stricture will not form about the intestine 
when the partial prolapse occurs. The oblique in- 
cision is carried through all of the layers of the 
abdomen and continued for a distance of about 2.5 
in. The head of the cecum is then brought up. 
The portion selected for the opening is just opposite 
the ileocecal valve, beginning about o.5 in. from 
the valve and continuing around the end of the 
cecum for a distance of about 2 in. This portion 
of the cecum includes the appendix and longitu- 
dinal band extending to the appendix from the 
ileocecal valve. 

The parietal peritoneum is stitched to the vis- 
ceral peritoneum, a 2.5-in. vertical fold of the 
cecum, including the appendix, being left showing. 
Before the peritoneum is closed completely another 
stitch is applied at the upper angle of the incision 
to fix the longitudinal band to the parietal perito- 
neum above the incision so that when the partial 
prolapse of the bowel occurs the ileocecal valve 
rather than the proximal part of the cacum will be 
everted. The closure of the peritoneum is then 
completed. 

The exposed part of the bowel (2 in. long, includ- 
ing the base of the appendix, and wide enough to 
include the entire thickness of the intestinal wall) 
is grasped with a clamp. The constricted portion is 
excised distal to the clamp so that when the clamp 
is removed the bowel opens. 

On the following day the clamp is removed. The 
bowel opens immediately. There follows a slight 
prolapse of the ileocecal valve through the opening. 
This prolapse remains and cuts off entirely the fecal 
matter passing through the large bowel. The closing 
of the cecostomy wound is done in the following 
way: 

An incision is made in the mucocutaneous junc- 
ture and the mucosa is liberated just sufficiently to 
permit suturing of the edges with the mucosa invert- 
ed. This suture is continuous and is put in wit 
care to insure tight closure. When the closure 1s 
complete the entire wound is thoroughly iodized 
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and then a débridement is performed by dissecting 
off all of the iodine-stained tissue. The cecum is 
then freed and the peritoneum opened. The cecum 
is closed by a second layer of sutures and the ab- 
domen is closed. Howarp A. McKnicut, M.D. 


Jirasek, A.: The Physiological Basis of Properly 
Established Colostomies. Acta chirurg. Scand., 
1925, lix,84. 

Functional insufficiency of properly established 
colostomies is the result of failure to consider the 
physiological conditions of the intestinal tract. 

The most common cause of persisting discomfort 
in cases of patent colostomies established because 
of inoperable tumors is a reflex spastic obstipation 
throughout the intestinal tract. 

Neumann found experimentally that the wall of 
the intestine is able to convey an irritation in a cen- 
tripetal direction, even when a short portion of the 
intestine is deprived of its mesentery; that the irrita- 
tion first progresses for a short distance in the in- 
testinal wall and from there is transmitted to the 
centripetal nerves of the mesentery; and that when 
complete transection of the intestine is done the 
distal parts become insensitive while the proximal 
parts retain their sensitivity. 

These facts explain the persistence of spastic 
phenomena throughout the canal in cases of tumors 
of the intestinal wall when the colostomy is estab- 
lished high above the site of the tumor and when 
the intestine is not completely severed. 

For a physiologically correct colostomy which 
eliminates the irritating reflex influence of the tumor 
on other parts of the alimentary canal the colostomy 
must be made immediately above the tumor and the 
intestine must be completely severed. 

The author reports three cases in which a colos- 
tomy was performed for cancer of the rectum ac- 
companied by considerable spastic obstipation. In 
two of these cases it was made far from the tumor, 
and in one the intestine could not be severed com- 
pletely. In all of the cases the trouble persisted and 
in one of them it finally resulted in obstruction. The 
clinical picture, the X-ray findings, and the results 
of treatment for spasm showed that the cause of the 
trouble was not an anatomical obstruction but was a 
spasm of the intestinal tract above the colostomy. 


Lee, F. C.: Experimental End-to-End Anastomosis 
of the Colon: An Anatomical Study. Arch. 
Surg., 1925, Xi, 100. 

In a study of twelve end-to-end anastomoses of 
the large bowel in nine dogs it was found that in 
favorable cases the epithelial lining was restored by 
the sixteenth day. In a specimen thirty days old 
normal crypts of Lieberkuehn had formed to such a 
degree that they rendered identification of the line of 
bowel union impossible from inspection of the mu- 
cosa alone. The young epithelial cells were at first 
flat, but later became cuboidal and finally cylindrical. 
Goblet cells became differentiated relatively late, 
the time of differentiation depending upon the posi- 


tion in the crypt of the cells giving origin to the new 
epithelium. 

Observations on the ciliated structure of the newly 
formed epithelial cells suggested that the cuticular 
border began as short cilia. The formation of small 
cysts at the anastomosis was the rule. The muscu- 
laris mucose showed definitely impaired restitution, 
while in the young anastomoses the submucosa was 
the site of ulceration which later gave way to a 
fibrous tissue reaction with a corresponding vascular 
supply. 

The good approximation observed in the tunica 
muscularis and the anastomoses of long standing was 
due mainly to contraction of the intervening scar 
tissue and, in less degree, to proliferation of the 
muscle itself. That the operations were not aseptic 
was shown by the presence of an acute inflammatory 
reaction extending the entire thickness of the wall in 
cases of from four to sixteen days’ duration, due to 
contamination from the raw surface exposed to the 
lumen and from infected sutures. Specimens thirty 
days old or older failed to show this extensive reac- 
tion. The constriction at the line of union was greater 
when the bowel was small, but in all cases it de- 
creased with age. Most of the silk sutures passed 
into the lumen. Howarp A. McKnicut, M.D. 


MacLean, A. B.: Undescended Caecum. Glasgow 
M.J., 1925, n.s. xxi, 352. 


Undescended cecum is a congenital defect due toa 
disturbance in the rotation of the gut during fetal 
life. MacLean reports three cases in which the ce- 
cum was fixed underneath the liver. In two cases the 
ascending portion of the colon was a loop with a 
descending and ascending portion ending in the he- 
patic flexure, and in one case there was no ascending 
portion. the transverse colon being connected direct- 
ly with the cecum. In all of the cases the appendix 
was high up on the right side, but as it emptied down- 
ward its drainage was good. X-ray examination 
revealed the condition clearly, especially when the 
plate was taken in an oblique position. 

In 1,050 autopsies on infants the incidence of un- 
descended caecum was found to be 6 per cent. 

The symptoms of the condition may be confused 
with those of chronic appendicitis and possibly with 
those of cecum mobile. Rosert M. Grier, M.D. 


Petit, J.: Internal Strangulation by a Band in the 
Vicinity of the Caecum; Resection of 30 Cen- 
timeters of the Intestine; Immediate Circular 
Enterorrhaphy; Secondary Ileocolostomy; Re- 
covery (Etranglement interne par bride dans le voi- 
sinage du cecum; résection de 30 centimétres d’intes- 
tin; entérorraphie circulaire immédiate; iléocolosto- 
mie secondaire; guérison). Bull. et mém. Soc. nat. de 
chir., 1925, li, 536. 


The case reported was that of a girl 19 years of age 
who was at first believed to be suffering from general 
peritonitis due to perforation of the appendix. Be- 
fore operation this diagnosis was changed to intesti- 
nal obstruction of undetermined cause. 
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Incision in the iliac fossa showed the appendix to 
be entirely normal. The iliac incision was therefore 
closed and a low median incision was made. The 
latter gave issue to a quantity of dark fluid. Investi- 
gation disclosed a mass of greatly distended loops of 
small intestine and below these a single voluminous 
black loop which appeared twisted and strangulated 
by a band. The band was sectioned and the loop un- 
twisted. The gangrenous condition necessitated the 
resection of 30cm. of the small intestine to a point 15 
cm. from the cecum. This was followed by end-to- 
end anastomosis and circular enterorrhaphy. 

After the operation the abdomen again became 
distended. It was therefore re-opened and a Jaboulay 
ileocolic button was placed above the anastomosis. 
The second operation was performed sixty hours 
after the first one. Except for the formation of a 
fecal fistula, which finally closed, the convalescence 
was uneventful and the patient made a complete re- 
covery. 

Schwartz, who submitted this report, stated that 
in his opinion the second operation could have been 
avoided if the remaining 15 cm. of the small intestine 
had been resected and an ileocolic anastomosis had 
been done. W. A. BRENNAN. 


Sistrunk, W. E.: Carcinoma of the Caecum and 
Ascending Colon. Surg. Clin. N. Am., 1925, v, 720. 


Carcinoma of the cecum and ascending colon is 
common, being exceeded only by carcinoma of the 
stomach, the sigmoid, and the rectosigmoid. The 
early clinical symptoms are pain, blood, and mucus 
in the stools, alternating attacks of diarrhoea and 
constipation, and frequently anamia which, in the 
later stages, goes on to cachexia. Obstruction may 
be complete, partial, or absent. Early diagnosis has 
been made more easily and definitely since roent- 
genological study has been perfected. 

Fatal results are more common following removal 
of carcinoma of the ascending colon because of the 
virulence of the organisms in that region and because 
of the occurrence of partial or complete obstruction. 
The thinness of the wall and the limited blood supply 
make healing less rapid and render distention by 
gas a more serious menace. The operative mortality 
may be reduced by careful pre-operative and post- 
operative care and by judicious recourse to operation 
in stages when surgery is desirable. The pre-opera- 
tive preparation consists in purgation and irrigation 
and a suitable diet to diminish the possibility of 
peritonitis. After operation, the bowel should be 
kept quiet by narcotics and a suitable diet. 

If there are evidences of partial obstruction, purg- 
ing should be omitted for fear of acute obstruction. 
In the presence of acute obstruction, radical opera- 
tion is very hazardous. A preliminary operation 
should be performed when possible for the relief of 
even partial obstruction. Even when a compara- 
tively healthy condition of the colon and the ab- 
sence of obstruction permit a one-stage operation, 
enterostomy should be performed at the same time 
to decrease the danger of postoperative distention. 


When obstruction or marked infection is present, 
a short-circuiting operation such as ileocolostomy 
should be performed first. About two weeks later 
conditions for resection will be much more favorable. 
When the patient has gained sufficient strength to 
permit the use of roentgenological treatment, a series 
of exposures are usually given over the site of the 
operation and the glands draining this area. 


Shaw, E. H.: Carcinoma of the Vermiform Appen- 
dix. Brit. J. Surg., 1925, xiii,130. 

An interesting primary tumor of the vermiform 
appendix is a small round yellowish growth at the 
distal end of the organ which on microscopic ex- 
amination is found to contain colonies of rounded 
cells lying in well-marked alveoli and often invading 
the alveolar wall. In some specimens the cells reach 
the peritoneum. In addition to the round cells, there 
are also columnar cells arranged ina ring-like manner. 
Vacuolization of the cell bodies is common. 

The author discusses the origin and type of cell 
giving rise to the tumor, and the clinical behavior of 
the neoplasm. SAMUEL Kaun, M.D. 


Palma, R.: The Pathogenesis and Pathological 
Anatomy of False Strangulation of Hernia in 
Appendicitis (Patogenesi e anatomia patologica 
dei falsi strozzamenti negli appendicicitici erniosi). 
Ann. ital. di chir., 1925, iv, 255. 

Appendicitis may develop in a person with hernia 
and a hernia may develop in a person with chronic 
appendicitis. In either case the diagnosis may be 
difficult, especially if the appendicitis is not very 
acute. The symptoms caused by the inflammation 
of the appendix are apt to be attributed to the hernia. 

The author reports the case of a peasant 52 years 
of age who was admitted to the hospital with a di- 
agnosis of strangulated inguinal hernia. At oper- 
ation, the hernial sac was found empty but affected 
with peritonitis which a further search showed was 
due to appendicitis. 

Another and much more unusual case reported is 
one in which the pus resulting from appendicitis 
passed first through the right and then through theleft 
femoral canal, giving rise to swellings, one of which 
the attending physician diagnosed as a hernia and 
tried to reduce and the other of which was diagnosed 
as suppurative adenitis. 

Gironcoli has collected eighteen cases of inguinal 
collections of pus from appendicitis. The author's 
first case is the nineteenth. Raffaele agrees with 
Gironcoli that the suppuration in the hernial sac 
takes place by contiguity. While the association of 
hernia and appendicitis may give rise to diagnostic 
difficulties, the hernia may be regarded as a natural 
aid in treatment as it provides an outlet for the pus 
from the appendix. The presence of pus in the 
hernial sac depends upon the virulence of the bac- 
teria and the time of the operation. If the operation 
is. performed early, suppuration may not yet have 
developed in the hernial sac and in this case the 
surgeon may think it is a case of obstruction, replace 
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the viscus, and not make any further search for the 
pus. Of course, if the hernial sac is empty, this will 
not occur. 

In any case in which a true strangulation is not 
found a search should be made for complicating 
appendicitis. Auprey G. Morean, M.D. 


Lecéne, P.: Colectomies for Sigmoid Megacolon 
(Colectomies pour mégacélon sigmoidien). Bull. et 
mém. Soc. nat. de chir., 1925, li, 522. 


Lecéne believes that in cases of volvulus of the 
sigmoid the procedure of choice is resection of the 
pelvic colon in two stages with exteriorization, 
but that in colectomy for sigmoid megacolon exte- 
riorization is not always necessary. When there is 
volvulus of an enlarged sigmoid and the condition 
of the intestine will not permit simple reduction 
after detorsion, exteriorization of the colon and the 
establishment of an artificial anus is indicated. In 
a case of sigmoid megacolon which can be diagnosed 
without a crisis of occlusion, very good results can be 
obtained by colectomy without exteriorization. 

Sigmoid megacolon must be differentiated from 
chronic appendicitis and from enteritis with con- 
stipation. 

Lecéne cites three cases of sigmoid megacolon in 
which the condition was at first believed to be ap- 
pendicitis and was diagnosed correctly only when an 
X-ray examination was made. The patients were 
young persons who complained of abdominal crises 
accompanied by rebellious constipation and severe 
pain in the right iliac fossa which suggested the 
crises of appendicitis but were not accompanied by 
fever or vomiting. In Lecéne’s opinion, these attacks 
were due to incomplete torsion of the enlarged colon. 
Colectomy without exteriorization was followed by a 
smooth recovery in all three cases. 

W. A. BRENNAN. 


Drueck, C. J.: Prolapse of the Rectum. Am. J. 
Surg., 1925, XXXiX, 135. 


Practically all cases of procidentia recti are the 
result of neglect or improper treatment of what was 
in the beginning a simple mucous membrane pro- 
apse. Laxity of the tissues, loss of sphincteric control, 
or absence of fat in the ischiorectal fossa causes 
mobility of the loose areolar tissue connecting the 
mucosal and muscular layers of the rectum. 

Among the exciting causes of rectal prolapse are 
prolonged sitting or straining at stool, diarrhoea, and 
repeated vomiting. Mechanical factors of impor- 
tance are relaxation of the sphincters, due to trauma 
or a wasting disease, and dragging down of the mu- 
cous membrane by polypi, hemorrhoids, and the 
passage of large hard stools. 

The onset is insidious, the mucous membrane 
protruding only during defecation and returning 
spontaneously or on slight manipulation. Later the 
mass becomes oedematous and difficult to replace, 
and protrudes on slight exercise or walking. The 
Mass may become ulcerated and discharge blood 
and mucus. 


Physical examination will determine whether the 
prolapse is partial or complete, unilateral or bilateral. 
In the incomplete variety the protrusion is never 
more than 2 in. and the mucosa can be readily pal- 
pated between the examining fingers. The treat- 
ment consists in the removal of any cause such as 
fistula, hemorrhoids, and vesical stone, and the 
correction of faulty habits. In cases of recent pro- 
lapse the prolapse should be promptly replaced and 
measures should be taken to retain it. When the 
prolapse is of long standing, with contraction of the 
sphincters, the use of an anesthetic may be neces- 
sary. 

The most prominent posterior aspect should be 
returned first. If there is any question as to the 
viability of the protruding bowel, hot moist packs 
should be applied, for an hour if necessary. Tonics 
should be given and the diet prescribed that will 
form small soft stools. 

The operative treatment of incomplete prolapse 
consists in the injection of 5 per cent phenol into the 
loose folds of tissue through a speculum. These in- 
jections should be made in a longitudinal direction 
so as to prevent the occurrence of a circular stricture 
as contraction takes place. In the more extensive 
type of prolapse, linear cauterization may be em- 
ployed. This consists in passing the cherry-red 
cautery from the mucocutaneous juncture outward 
to the apex in four different quadrants. The cau- 
terization should be continued through the mucosa 
down to, but not including, the muscularis. One 
ounce of 1 per cent carbolized oil should be injected 
into the rectum after each bowel movement. 

WiiraMm J. Pickett, M.D. 


Mocquot, P.: Abdominoperineal Amputation in 
Ulcerous and Hzmorrhagic Rectocolitis (De 
amputation abdomino-péronéale dans les recto- 
colites ulcéreuses et hémorragiques). Bull. et mém. 
Soc. nat. de chir., 1925, li, 441. 


In the case of a woman 36 years old in whom hem- 
orrhagic rectocolitis persisted despite various meth- 
ods of treatment, including the establishment of an 
artificial anus, the author performed an abdomino- 
perineal amputation of the rectum and the pelvic 
colon. 

In the first stage a median laparotomy was done 
with section of the colon as near the iliac anus as 
possible. Dissection of the intestine was rendered 
difficult by a very vascular sclerolipomatous sheath 
which surrounded the bowel and was adherent to the 
vagina. The site of the dissection was peritonized 
and drained. 

In the second stage a perineal incision was made 
around the anus, the lower part of the rectum was 
isolated, and the upper end of the intestine was pulled 
down. 

The postoperative course was stormy but eventual- 
ly the patient made a good recovery. When she was 
seen two years after the operation the anus was func- 
tioning well. Stools were passed three or four times 
a day but were normal in appearance. 
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Microscopic examination of the excised specimen 
showed that the epithelial lining had entirely dis- 
appeared from Jarge areas of the intestine. 

In conclusion the author states that abdomino- 
perineal amputation of the rectosigmoid is justified 
only when the lesions do not extend beyond the up- 
per part of the pelvic colon. W. A. BRENNAN. 


Yokota, S.: Statistics on Carcinoma of the Rectum 
(Beitraege zur Statistik des Rectumcarcinomes). 
Nippon Gankwa Gakukwai Zasshi, 1924, xxv, 31. 


Since 1885, when Kraske described his sacral 
operation for carcinoma of the rectum, many valu- 
able articles on the subject have appeared in the 
literature. The majority of Japanese surgeons also 
perform the German operation, but up to the present 
time have not reported any statistical data on the 
results. 

During the years 1906 to 1924, 161 cases of car- 
cinoma of the rectum were seen at the First Surgical 
Clinic of the Kyushu University. In 100 (62.1 per 
cent) a radical operation was done. Of the patients 
operated upon, seventy-seven were males, the ratio 
of males to females being 3.36 to 1. In the entire 
series of cases the ratio of males to females was 
3.02 to I. 

Of the seventy-five patients who were operated 
upon more than three years ago, ten are alive today 
and have remained entirely free from recurrence. To 
these ten cases of permanent cure must be added the 
cases of two patients who died five years and six 
months and three years and two months respectively 
after the operation from an intercurrent disease. In 
all, therefore, a permanent cure was obtained in 
twelve cases (19.7 per cent). 

In two other cases an operation for recurrence 
was performed three years after the first operation. 
One of these patients lived six years and the other 
five and one-half years after the first operation, and 
both died from recurrence. 

Therefore, of seventy-five patients operated upon 
in the period from 1906 to 1920 and twenty-five who 
were operated upon in the period from 1920 to 1924, 
sixteen (26.2 per cent) lived longer than three years, 
twelve (19.7 per cent) may be considered permanent- 
ly cured, and ten (40 per cent) remained alive and 
free from recurrence longer than two years. Fourteen 
cannot be traced. 

Attention is frequently called to the great rarity of 
anal carcinoma. Ejichoff, for example, found anal 
carcinomata in only two (0.3 per cent) of 610 cases of 
cancer. It is frequently stated also that the progno- 
sis of anal cancer is very unfavorable. However, in 
the cases of cancer seen by Yokota, cancer of the 
anus (squamous-cell cancer) was found in eleven 
(6.2 per cent) and the prognosis was favorable. In 
seven (63 per cent) of these cases a radical operation 
was possible, and in three (42.7 per cent) of those 
operated upon a permanent cure was obtained. 

Carcinoma of the perineal portion was found in 
twenty-nine cases (18 per cent). Of these, twenty- 
three were operable. Carcinoma of the perineal por- 


tion extending to the lowest portion of the ampulla 
was present in forty-one cases (25.4 per cent), twenty- 
six of which were operable. 

Carcinoma of the ampulla occurred in sixty-three 
cases (39.1 per cent) and was operable in thirty-two. 

High carcinoma of the rectum was found in seven- 
teen cases (10.5 per cent) and was operable in 
twelve. 

The following radical operations were done in the 
author’s cases: partial excision in five cases, amputa- 
tion in fifty-nine cases, resection in thirty-two cases, 
and invagination in four cases. 

In the cases of patients who lived longer than three 
years after the operation or were free from recurrence 
for more than two years, the histological diagnoses 
were the following: adenocarcinoma in seventeen 
cases, solid carcinoma in three cases, basal-cell carci- 
noma in one case, squamous-cell carcinoma in four 
cases, and cylindrical-cell carcinoma in one case. 

The operative mortality was 20 per cent. In half 
of the twenty fatal cases the cause of death was 
wound infection; in four cases, peritonitis; and in 
four cases, sepsis. A comparison of the two periods 
from 1906 to 1917 and from 1918 to 1924 shows a 
marked decrease in the mortality—from seventeen 
deaths, a mortality of 30.4 per cent, to three deaths, 
a mortality of 6.9 per cent. This improvement is to 
be attributed to after treatment with drip irrigation 
with from 0.3 to 1 per cent Dakin solution or physio- 
logical salt solution. Since the use of drip irrigation, 
putrid inflammations and necrosis have become rare. 
The author attributes the improvement in his re- 
sults entirely to the irrigations. Asa rule, the wound 
cavity can be cleansed by irrigations in from one to 
seven days. The formation of granulations is not to 
be feared when irrigations are employed. 

Yoxora (Z). 


Schmieden, V., and Fischer, A. W.: The Abdomi- 
nosacral Extirpation of the Rectum: The Nor- 
mal Method in the Treatment of Carcinoma of 
the Rectum (Die abdominosakrale Rectumextirpa- 
tion: Normalmethode in der Therapie des Mast- 
darmkrebses). Arch. f. klin. Chir., 1924, cxxxii, 503. 


After a brief historical review the authors discuss 
critically the various methods used for amputation 
and resection of the rectum and propose as an ideal 
procedure a radical extirpation of the diseased organ 
with preliminary interruption of the lymphatic and 
blood streams. Sacral amputation, resection, the 
Kuettner method of mobilization, the Hochenegg 
method of pulling the rectum through, and the pos- 
terior invagination of Keene and Peek do not allow 
complete extirpation of the lymph nodes along the 
superior hemorrhoidal and inferior mesenteric ar- 
teries when the carcinoma is situated high. More- 
over, in the use of these methods it is usually im- 
possible to remove a sufficiently large portion of the 
intestine and interruption of the lymphatic and 
blood streams cannot be done before the removal of 
the tumor. Attempts to preserve the natural anus 
lead to infection of the sacral wound cavity. 
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In a two-stage procedure in which only an artificial 
anus is made in the first stage and the sacral amputa- 
tion is done in the second stage a sufficiently radical 
interruption of the metastatic tract is not guaranteed. 
Such an interruption can be obtained only when, 
in the first stage, the entire glandular tract is extir- 
pated, the arteries are ligated, and the pelvic portion 
of the colon is divided and invaginated or when in 
the second stage one begins with a second laparotomy 
and proceeds as in a primary abdominosacral extirpa- 
tion of the rectum (the procedure in the presence of 
definite ileus). Absolute asepsis throughout the 
procedure—up to the moment of the division of the 
sigmoid—is possible only with the combined method. 

The authors report twenty-five cases treated at 
the Frankfort Clinic in the period from 1920 to 1924. 

In this series there was not a single death from in- 
fection of the sacral wound cavity. Of the six pa- 
tients who died, four died within the first eight to ten 
days from rare complications. Two deaths must be 
considered as late fatalities. When operation is per- 
formed on the proper indications and a correct tech- 
nique is used, shock is unimportant. 

The single-barreled abdominal anus is better than 
the sacral anus because it remains narrow and when 
a tier suture of the shorter afferent leg of the sigmoid 
is made in the median line of the abdominal wall (to 
which it is attached with a few sutures) and a slight 
transverse folding of the intestinal wall is done it 
will not prolapse. It is of advantage also because it 
is easier to clean. An aluminum cap bandage, de- 
vised by Schmieden, is recommended as a pad. The 
plastic methods for the formation of an effectively 
closed artificial anus have not proved satisfactory. 

In weak persons, ichorous but easily operable 
tumors can be operated upon even in the presence of 
slight metastases in the liver because such metastases 
may remain latent for a very long time. 

In the two-stage operation only the peritoneum of 
the cul-de-sac of Douglas should be divided in the 
first stage in order that the area nourished by the 
middle and inferior hemorrhoidal arteries may not be 
injured. In the one-stage procedure, on the other 
hand, the separation should be carried down to the 
cleft in the levators; at this site the root of the meso- 
sigmoid is best separated from the aorta by an in- 
cision in the median line. Through a second incision 
at the site of the reflection of the lateral portion of 
the peritoneum on the mesosigmoid it can be tun- 
neled and drawn forward. For other details of the 
technique the reader is referred to Fischer’s report 
to the Surgical Congress of 1924. 

WASSERTRUEDINGER (Z). 


Buie, L. A.: The Diagnosis and Treatment of the 
More Common Diseases of the Anus, Rectum, 
and Sigmoid. Surg. Clin. N. Am., 1925, v, 829. 


Neither unusual skill nor long experience is neces- 
sary for the careful examination of the rectum. Any 
careful physician can insert a proctoscope and dis- 
tinguish between a normal and an abnormal mucosa. 
The best position for the patient is that of inversion 


with the thighs on a bed or table and the head, face 
downward, on the floor. In this position the field is 
cleared and the rectum balloons itself. The prelimi- 
nary care of the bowel, the technique of the examina- 
tion, and the appearance of the rectum are described. 

Anal fissure is distinguished from cracks about the 
anal margin. It is really a varicose ulcer requiring 
surgical treatment on that basis. The technique of 
the operation and the postoperative care are de- 
scribed. 

The papille and crypts and the circulation of 
lymph and blood above and below the mucocuta- 
neous juncture are described in some detail. In- 
flammation of papilla and crypts is not uncommon. 
A blind sinus may extend from a crypt and contain 
pus. Fistula in ano begins, as a rule, in this manner, 
and the internal opening so often sought for above 
the dentate margin is found only when abscess has 
broken down the rectal wall. The true internal 
opening is the infected crypt. The author believes 
that only from 1o to 15 per cent of anal fistule are 
tuberculous. 

The varieties of hemorrhoids and their treatment 
are described. The covering layer determines the 
variety and, to a considerable extent, the treatment. 
The author favors injection treatments when feasible 
if they are administered by one who is experienced. 
The contra-indications and technique are discussed. 

Benign stricture of the rectum is caused by trauma, 
burns, postoperative scars, and infection. Syphilis is 
a comparatively rare cause. If the stricture is below 
the peritoneal reflection, it is best treated by proctot- 
omy—not by forced dilatation. Higher strictures 
call for intra-abdominal operation such as resection 
and tube anastomosis, or, if very high, a Mikulicz 
type of operation. If palliative measures are pos- 
sible, however, they are preferable. When the stric- 
ture is severe, colostomy and a permanent stoma may 
be necessary to preserve health. 

Variations in the normal appearance of the rectum 
have encouraged too much treatment of an innocent 
organ, particularly in cases of mucous colitis. The 
author believes that the rectum does not share in 
this disease, and that treatment of the neurasthenia 
and constipation is sounder than rectal therapy. 

Proctitis varies from a mild inflammation to a 
most intense and destructive ulcerative process. 
The author discusses the causes, diagnosis, and 
treatment. The known infections are treated as 
indicated. The proctitis associated with chronic 
ulcerative colitis is described and illustrated. Proc- 
toscopic treatment is efficacious when the disease 
does not extend beyond the sigmoid. Oral medica- 
tion and regulated diet are helpful. Vaccines have 
not been effective. As a last resort, ileostomy with a 
permanent stoma is advisable. 

Adenomatous polyps are fairly common, es- 
pecially in the rectosigmoid. When single, they may 
be ignored. Multiple polyposis is treated as the 
more severe grades of chronic ulcerative colitis. 
When extensive, it is not affected by local treatment 
and ileostomy may be indicated. If several isolated 
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polyps are found, they should be regarded as po- 
tentially malignant and removed. 

Diverticulitis may be suggested by the proctoscopic 
findings, but usually requires an X-ray examination. 

The proctoscopic appearance of carcinoma of the 
rectum is described and the differential diagnosis dis- 
cussed. The author prefers the two-stage operation 
and deprecates the use of radium in large operable 
neoplasms. 


LIVER, tee 3 PANCREAS, AND 
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Winkelstein, A., and Aschner, P. W.: Experimental 
Studies of the Color of the Bile from the Gall 
Bladder and Liver. Am. J. M.Sc., 1925, clxix, 842. 


By means of a duodenal tube and cannule placed 
in the biliary ducts, connected, and brought out of 
the abdomen (as shown in the figure) with the long 
intra-abdominal rubber tubes which Rous and Mc- 
Master used to prevent infection, the authors ob- 
served the bile from the normal dog’s liver (hepatic 
duct), from the gall bladder and liver together (com- 
mon duct), and from the duodenal contents. Con- 
ditions were relatively normal except for a possible 
change in the rate of filling and emptying of the gall 
bladder due to artificial elongation of the common 
duct system. 

When the gall bladder was in situ, bile in the com- 
mon duct of fasting dogs was a dark greenish-brown 
and almost tarry. After cholecystectomy, it was a 
light yellow and thin, whether the dog was feeding or 
fasting. The instillation of 25 per cent magnesium 
sulphate solution into the duodenum was not followed 
by any change in the color of the bile from the com- 
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G. B., gall bladder; Duod., duodenum; C. D., common 
duct; Sm. Hep. D., small hepatic duct. 


mon duct either before or after cholecystectomy. 
Bile coming directly from the liver by the hepatic 
duct was usually a light yellow and exceptionally a 
medium brown color in the first twenty-four hours 
after operation. 

The authors conclude that the gall bladder is the 
source and cause of the dark colored bile. 

Watter C. Burket, M.D. 


Rich, A. R., and Bumstead, J. H.: On the Question 
of the Formation of Bile Pigment from Hzemo- 
globin by the Action of Enzymes. Bull. Johns 
Hopkins Hosp., Balt., 1925, xxxvi, 437. 


Although we are uninformed as to the exact site of 
origin of bile pigment, we know three very important 
facts: (1) bile pigment may be formed from the 
hemoglobin of extravasated blood in any tissue or 
serous cavity of the body; (2) it can be formed within 
the spleen; and (3) it can be formed in an animal 
from which the liver and all other abdominal organs 
have been removed. The conversion of hemoglobin 
into bilirubin in hemorrhages is entirely extracellu- 
lar. It is believed that when hemoglobin is ingested 
by the wandering phagocytes which accumulate in 
such large numbers about a hemorrhage the iron- 
containing pigment hemosiderin is formed but not 
bilirubin. The latter pigment is believed to be 
formed only when hemoglobin disintegrates in the 
tissues outside of living cells. 

It has been assumed by some investigators that 
there is present in the body an extracellular enzyme 
having the power to convert hemoglobin into bile 
pigment, but the authors have been unable to 
demonstrate an enzyme of this nature in the plasma 
or the spleen. 

Contrary to statements in the literature, bilirubin 
was never formed in their experiments when hemo- 
globin was subjected to the action of trypsin. 

Morris H. Kaun, M.D. 


Ravdin, E. G.: An Estimation of the Clinical Value 
of the Van den Bergh Test. Am. J. M. Sc., 1925, 
clxix, 850. 

Van den Bergh’s reaction depends upon the forma- 
tion of an azo dye, azobilirubin, when an acid solu- 
tion of a diazonium salt is added to an alcoholic 
solution of bilirubin. A dilution of o.7 mgm. of pure 
bilirubin per liter gives a positive test. Biliverdin 
and other substances in the blood serum do not react. 
In normal diluted bile and in cases of obstruction of 
the common duct by a stone or tumor, the addition of 
alcohol is unnecessary for the test. When bilirubin- 
zmia is associated with a blood disease, alcohol must 
be added to produce the immediate reaction. Hence 
Van den Bergh differentiated two types of jaundice: 
(1) the obstructive or ‘“‘mechanical” jaundice; and 
(2) the “dynamic” jaundice of hemolysis or liver 
disease. In Van den Bergh’s opinion, the difference 
in reaction is due to some action of the polygonal 
cells of the bile capillaries on the bilirubin and there- 
fore any pigment which passes through the polygo- 
nal cells is of the obstructive type. 
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For the qualitative or direct Van den Bergh test 
for bilirubin 1 c.cm. of freshly prepared Ehrlich’s 
diazo reagent is added to 1 c.cm. of blood serum. The 
direct reaction is immediate if a reddish violet color 
develops within thirty seconds; delayed if the color 
appears after thirty seconds or even after an hour; 
negative if no color develops; ‘and mixed (i.e., im- 
mediate and delayed) or biphasic direct if some color 
appears during thirty seconds and grows more in- 
tense. 

In the immediate direct reaction which is positive 
in obstructive jaundice the bilirubin is considered 
to be present in the form occurring in the bile. The 
delayed and the negative direct reactions occur in 
the non-obstructive or hemolytic types, as anemia, 
chronic cholecystitis, and usually the infective or 
toxic jaundices. The author found the biphasic 
direct reaction present in two cases of pneumonia 
with jaundice, one case of catarrhal jaundice, and 
one case of cirrhosis. 

Three forms of bilirubin are distinguished, viz., 
forms giving: (1) the immediate direct reaction, 
(2) the delayed direct reaction, (3) no direct reaction. 
In the presence of alcohol all forms react to give the 
positive indirect test which is purely quantitative. 

For the quantitative indirect Van den Bergh re- 
action 2 c.cm. of 96 per cent ethyl alcohol are added 
to 1 c.cm. of blood serum and centrifugalized. Then, 
to 1 c.cm. of the supernatant fluid 0.25 c.cm. of 
Ehrlich’s diazo reagent and 0.5 c.cm. of 96 per cent 
ethyl alcohol are added. The color varies from a faint 
pink (in normal serum) to a deep violet, depending 
on the amount of bilirubin. The color is read in a 
colorimeter against a known standard. Slight 
hemolysis does not interfere with the readings. 
Normal blood serum contains from 1 to 3 mgm. of 
bilirubin per liter or from 0.2 to 0.6 unit (5 mgm. 
per liter equals one unit). The amount of bilirubin 
present as determined by the indirect test does not 
determine the presence or absence of the delayed 
direct reaction. A high indirect reading has been 
made when a direct reaction was absent. 

In fourteen cases of occlusion of the common duct 
by stone, tumor, or pancreatic disease a strong im- 
mediate direct reaction and an indirect reading of 
from 1.4 to 18 units were made. Nine cases of 
chronic cholecystitis gave only a delayed or negative 
direct reaction, and in only one of these was the in- 
direct reading above normal. Eleven cases of chronic 
calculous cholecystitis without obstruction gave 
a negative or delayed direct reaction with indirect 
readings from 0.2 to 1.9 units. Fourteen cases of 
secondary anemia had normal indirect readings. Of 
fourteen cases of pernicious anemia, the direct read- 
ing was from 0.7 to 4 units in eleven; 0.6, or top- 
normal, in two; and well within normal limits (0.4) 
in one. Four cases of hemolytic ictero-anemia 
showed greatly increased bilirubin of the hemolytic 
type of from 1.5to4 units. Three cases of leukemia 
and one case of purpura hemorrhagica had low 
normal values. Seven cases of cardiac decompensa- 
lion gave delayed or negative direct reactions and 


indirect readings which were high in four, top-nor- 
mal in one, and well within normal limits in two. 
Most cases of pneumonia showed a delayed or nega- 
tive direct reaction, but one case gave an immediate 
direct and two a biphasic direct reaction. Seven 
cases had high indirect readings (from 1.0 to 9.5 
units), and two had top-normal readings. 

The author concludes that in the series of 100 
cases the Van den Bergh test gave results in accord 
with the clinical picture; it differentiated consistently 
between obstructive and hemolytic jaundice; and it 
served as a liver function test only insofar as it in- 
dicated alteration in the bile-pigment metabolism. 
The ability to detect small amounts of bilirubin in 
the blood serum has made possible the recognition of 
latent jaundice and increased or decreased amounts 
of bile pigment in the blood. 

Wa ter C. Burket, M.D. 


Judd,’E. S., and Burden, V. G.: Obstructive Jaun- 
dice. Am. J. M. Sc., 1925, clxix, 888. 


The authors report in detail the case of a 44-year- 
old patient with postoperative jaundice. Explora- 
ation was performed because of several attacks of 
abdominal pain on the right side. The appendix and 
the gall bladder, which was filled with stones, were 
removed and the wound was closed without drainage. 
In a small constricted area in the gall bladder the 
pathologist found a squamous-cell epithelioma. The 
patient remained well for two years and seven months 
after the operation, and then returned for examina- 
tion because of progressive painless jaundice of six 
weeks’ duration. After the intravenous administra- 
tion of calcium chloride, exploration was again per- 
formed. The region of the common duct, which could 
not be found, showed only a mass of scar tissue. On 
the margin of the liver there was a small ‘‘ bud” from 
which white bile was obtained. No connection be- 
tween this and the duodenum could be demonstrated. 
There was no evidence of cancer. The surface of the 
liver was punctured in several places and the wound 
closed with drainage. Following a stormy convales- 
cence the patient recovered and was sent home free 
from jaundice, with bile in the stools and a small 
biliary fistula. 

Pre-operative treatment of jaundiced patients 
with calcium chloride lowers the coagulation time of 
the blood and probably reduces the toxic effects of 
bile in the blood. 

Biliary obstruction may be the result of oblitera- 
tive cholangeitis. 

Pruritis is not due directly to an increase in bile 
pigments in the blood. 

A liver distended as the result of obstruction of 
the common duct can be decompressed by multiple 
needle punctures in its substance. 


Judd, E. S.: Surgery in Jaundiced Patients. J. Am. 
M. Ass., 1925, Ixxxv, 88. 


The author gives a general résumé of the subject 
of jaundice. Special mention is made of McNee’s 
experimental production of jaundice in birds and 
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Aschoff’s work on the reticulo-endothelial system. 
Mann’s studies on hepatectomy are reviewed. By 
removing the liver of dogs Mann produced jaundice 
in which all of the chemical tests for bilirubin gave 
positive results. The work of Sheard on the spectro- 
scopic method of determining bilirubin corresponds 
to the quantitative method of Van den Bergh. The 
author believes that the Van den Bergh test is an 
accurate method of determining the degree of jaun- 
dice and the extent of pre-operative treatment of 
jaundiced patients. It is of value especially in cases 
of latent jaundice with common duct stones and a 
marked tendency toward oozing and hemorrhage. 

The pre-operative treatment of jaundiced patients 
with calcium is discussed and the operative manage- 
ment is described in detail with special emphasis on 
the methods used to lessen the risk of operative pro- 
cedures. 

It is emphasized that adequate biliary drainage is 
of the utmost importance and that, as a rule, chole- 
cystectomy should not be performed on deeply 
jaundiced patients. For postoperative stricture, 
hepaticoduodenostomy is the procedure of choice, 
while in malignancy of the pancreas and hepatic in- 
fectious jaundice cholecystogastrostomy offers the 
most relief when other methods of drainage seem to 
be less practical. 


Ssitkowskij, P. P.: Postoperative Hzmorrhage 
in Icterus (Postoperative Blutungen bei Ikterus). 
Dissertation: Moscow, 1924. 


The author has performed 1,000 experiments on 
normal and icteric persons and animals. In normal 
persons the coagulation of the blood began in two 
minutes and was completed in three minutes. 

In 5,963 operations on the liver, biliary passages, 
and pancreas, marked hemorrhages occurred in 2.2 
per cent. In 15.6 per cent of these cases recovery 
resulted, and in 84.4 per cent the hemorrhage was 
fatal. In 864 of the 5,963 cases in which icterus was 
present marked hemorrhage occurred in 13.2 per 
cent, recovery resulted in 25.6 per cent, and death in 
74.4 per cent. In 87 per cent of the cases with icteric 
hemorrhage the liver showed pathological changes. 
In the fatal cases death usually occurred in the 
period from the first to the thirty-fifth day, but in 
some cases resulted later. 

Examination of the blood after the operation 
showed a decrease in coagulability, the formation of 
loose blood clots, and fibrinolysis. Pathological 
changes were found also in the blood vessels. In the 
cases of patients who recovered, the hemorrhages 
occurred from the first to the sixty-third postopera- 
tive day. 

From these findings the author concludes that 
icteric hemorrhage is based on the following factors: 
(1) changes in the blood, (2) changes in the blood 
vessels, (3) changes in the liver, and (4) icterus. 

Cholemic hemorrhages are caused on the one 
hand by changes in the blood and blood vessels and 
on the other hand by stasis of the bile and pathological 
changes. . 
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On the basis of clinical and experimental investiga- 
tions the author concludes that mechanical icterus 
or so-called biliary stasis has no effect on the coagu- 
lability of the blood since in clinical cases the coagu- 
lability is sometimes found to be normal, while in 
experimentally produced biliary stasis it is some- 
times increased above normal. 

As the result of experiments on dogs the author 
concludes that the coagulability of the blood is close- 
ly related to the condition of the liver. In the pres- 
ence of necrosis of the liver the coagulability of the 
blood decreased. He found also that narcotics de- 
crease the coagulability of the blood and cause 
pathological changes in the liver. Chloroform is 
especially injurious and even morphine is not harm- 
less. From these findings he comes to the conclusion 
that when pathological changes in the parenchyma 
of the liver are suspected operation should be avoided 
if possible or, at any rate, as suggested by Kehr, the 
anesthesia for operation should be induced with 
ether which has a less marked effect on the liver cells 
than chloroform. WALCKER (Z). 


Cope, Z.: Extravasation of Bile. Brit. J. Surg., 1925, 
xiii, 120. 

Extravasation of bile in the absence of a perfora- 
tion of the biliary tract discoverable at operation or 
autopsy is not rare. The author studied a series of 
such cases and discusses them with regard to the 
etiology, diagnosis, and treatment. 

SAMUEL Kaun, M.D. 


Wallace, G. B., and Diamond, J. S.: The Signifi- 
cance of Urobilinogen in the Urine as a Test for 
Liver Function, with a Description of a Simple 
Quantitative Method for Its Estimation. Arch. 
Int. Med., 1925, xxxv, 698. 


This article describes a simple quantitative meth- 
od for the estimation of urobilinogen which is based 
on Ehrlich’s aldehyde reaction and consists of a 
series of dilutions made until no further reaction 
takes place. It has been found six times as sensitive 
as the spectroscopic method of Wilbur and Addis. 

The authors carried out a series of animal experi- 
ments to determine the relation between liver dam- 
age and an increase of urobilinogen in the urine, and to 
study the réle of the intestine in the formation of 
urobilinogen. 

The results of these experiments indicate that in 
parenchymatous changes of the liver, such as those 
induced by chloroform, there is a marked increase in 
urinary urobilinogen and that urobilinogen is formed 
normally in the intestinal canal by a process of de- 
composition of the bile pigment. When bile was ex- 
cluded from the intestinal canal by ligation and ex- 
cision of the common duct, no urobilinogen appeare 
in the urine, even when the liver had undergone 
marked parenchymatous changes due to the admin- 
istration of chloroform. When the flow of bile was 
re-established by anastomosis of the gall bladder and 
duodenum or when bile was administered by mouth, 
urobilinogen again made its appearance. 
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Only in rare instances of intrahepatic infections, as 
in cholangeitis, may urobilinogen be formed within 
the biliary radicles. The presence of urobilinogen in 
the liver bile is therefore explained by intrahepatic 
infections and by excessive amounts of urobilinogen 
brought to the liver from the intestinal canal. 

The presence of small quantities of urobilinogen in 
the intestinal canal in common duct occlusion is due 
to the excretion of bilirubin from the general circula- 
tion into the intestines where it is changed to uro- 
bilinogen. 

The clinical significance of urobilinogen has been 
studied in a series of over 1,200 cases, including such 
conditions as catarrhal icterus, cholangeitis, hepatic 
cirrhosis, cholecystitis and cholelithiasis, carcinoma 
of abdominal organs, cardiac decompensation, dis- 
eases of the hematopoietic system, granulomata, in- 
fectious diseases, malaria, gastro-intestinal and nutri- 
tional disturbances, and chronic infections. The find- 
ings were compared with those in normal persons. 

It was found that in normal urine the urobilinogen 
seldom rises above a dilution of 1:20. In constipa- 
tion with putrefactive changes, it may become 
somewhat increased temporarily. 

Pathological conditions in which urobilinogen is 
eliminated in excessive amounts may be classified 
into two main groups: (1) diseases of the liver and 
biliary tract, and (2) hemolytic diseases. 

In the former, there are parenchymatous changes 
in the liver causing an absolute insufficiency in the 
mobilization ofurobilinogen. Inthelatter, theincrease 
of urobilinogen is due to an increase in bile-pigment 
formation which produces a relative insufficiency of 
the liver. Both conditions may at times occur simul- 
taneously. In fact, it seems probable that some liver 
demage is always present in hemolytic diseases. 

Urobilinogen is found in largest amounts in the 
urine in acute and subacute liver changes and ex- 
acerbations of chronic processes. In the slowly pro- 
gressive chronic liver lesion, the output of large 
amounts of urobilinogen is not constant. 

The difference in the results of the phenoltetra- 

chlorphthalein and urobilinogen tests in various liver 
aflections may be explained by a difference in be- 
havior of the liver cell toward foreign substances. 
Retention does not always signify insufficiency of 
metabolic liver function. 
_ The constant presence of urobilinogen in catarrhal 
jaundice and its total absence in mechanical icterus, 
such as that associated with carcinoma of the head 
of the pancreas and the biliary tract, constitutes an 
Important distinguishing feature between the be- 
nign form of jaundice and the jaundice due to malig- 
nant cases. 

The authors advocate the use of the urobilinogen 
test as a routine laboratory measure in all urine ex- 
aminations. In icterus or latent icterus, hepatic dis- 
orders, anemias, malaria, infections, malignancies, 
and intoxications, it is an important aid in routine 
diagnosis and will often be of assistance in revealing 
the nature of obscure clinical conditions. 

Howarp A. McKnicut, M.D. 


Moore, S.: mg Co 4 After the Method of 
Graham, Cole, and Copher. Am. J. Roentgenol., 
1925, xiii, 515. 

Moore states that the technique for cholecystog- 
raphy outlined by Graham, Cole, and Copher should 
be followed carefully and precisely. None of the 
modifications of this method has proved satisfactory. 

If no shadow of the gall bladder is obtained in the 
series, there is a lesion in the biliary tract. 

If a shadow is present but faint, the tract is patent, 
but there is disease in the gall bladder itself. 

If a shadow is present, either faint or intensive, 
but of uniform size throughout the series, there is 
disease of the walls of the gall bladder. 

Deformities of outline, filling defects, and varia. 
tions in density due to stones were expected, but 
in the author’s series of 156 cases, little or only sug- 
gestive evidence of these was found. Total absence 
of a shadow of the gall bladder has proved a more 
reliable indication of pathological changes than the 
findings of exploratory examination at operation. 
Gall bladders giving no shadow and apparently 
normal at operation have been found on incision not 
only to be diseased but to contain stones. 

In conclusion, the author points out that over 
an eight-year period, the former and usual method of 
making a roentgen-ray examination of the biliary 
tract gave a correct diagnosis in 37.4 per cent of the 
cases whereas in his series of 156 cases, the method of 
Graham, Cole, and Copher proved correct in 92.5 
per cent. Cuartes H. Heacock. M.D. ~ 


Judd, E. S.: Certain Difficulties Presented by Dis- 
ease of the Biliary Tract. Surg. Clin. N. Am., 
1925, V, 643. 

The author reports six cases illustrating various 
points in the surgical treatment of biliary diseases. 

The first case was that of a very obese woman who 
had typical recurring biliary colic following cholecys- 
tectomy. The discussion deals with the method of 
reducing weight before operation and the condi- 
tions which were found in the common duct. 

The second case was that of a woman with a long 
history of cholecystitis and a short history of jaun- 
dice. A cholecystogastrostomy was done because of 
the condition of the pancreas. It is pointed out that 
in cases of cholecystitis early operation is advisable 
because of the secondary changes in the liver and 
pancreas which follow chronic infections of the gall 
bladder. 

The third case was a case of a common duct stone 
in which the symptoms were chills and fever. There 
was little or no jaundice. It is emphasized that this 
type of case is due to infection rather than biliary 
obstruction, and that in most instances adequate 
drainage of the biliary tract with the removal of the 
stones will effect a permanent cure. 

In the fourth case there was cholecystitis ac- 
companied by jaundice. Stones were found in the 
gall bladder, but there were none in the common 
duct, as had been anticipated. The author points 
out that common duct stone causing obstruction 
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and jaundice will dilate the duct, and that therefore, 
as a rule, a common duct of normal size should not 
be opened. In the case reported cholecystectomy 
alone gave complete relief. 

The fifth case was a case of biliary colic due to 
hepatitis and pancreatitis recurring five years after 
cholecystectomy. A second operation revealed 
generalized biliary infection without common duct 
stone. In this type of case, adequate drainage will 
usually give permanent relief. 

The sixth case was that of an 8-year-old boy 
suffering from recurrent attacks of abdominal] pain 
without jaundice. The initial attack occurred when 
the patient was 3 years old. Operation revealed 
cholecystitis with stones. It is pointed out that a 
similar history given by an adult would lead to a 
definite diagnosis of gall stones whereas in the case 
of an 8-year-old boy such a diagnosis would be ques- 
tionable. 


Cotte, G.: Cholecystogastrostomy in the Treat- 
ment of Chronic Non-Calculous Angiochole- 
cystitis (Sur la cholécystogastrostomie dans le 
traitement des angiocholécystites chroniques non- 
calculeuses). Bull. et mém. Soc. nat. de chir., 1925, 
li, 472. 

Although Mathieu and Dujarier in 1920 reported 
very favorable results from cholecystogastrostomy, 
the majority of surgeons still prefer cholecystectomy 
for non-calculous cholecystitis. 

When examination reveals noteworthy lesions in 
the gall bladder, when there is infiltration of its walls, 
and particularly when pericholecystitis is present, 
cholecystectomy is the operation of choice. On the 
other hand when exploration of the bile tract does 
not disclose any serious macroscopic lesion, when an 
increase in the size of the gall bladder is due to dis- 
tention rather than to thickening of its walls, when 
the obstruction to the flow of bile appears to be.due 
chiefly to changes in its consistency, and when the 
integrity of the principal bile ducts or of the pancreas 
is not known with certainty an anastomosis of deriva- 
tion may be better. This operation is the best means 
of overcoming those temporary crises of retention 
which are generally regarded as the origin of the 
painful crises of chronic non-calculous cholecystitis. 

Cotte reports eight cases in which cholecysto- 
gastrostomy was performed from one to three years 
ago with good results. In these cases the gall bladder 
was distended with thick black bile but contained no 
stones. Cotte considers that in such cases the con- 
dition of the gall bladder does not justify its removal, 
especially since the pathogenesis of chronic non- 
calculous cholecystitis is not definitely known. In- 
fection is a factor of little importance; in fact, the 
bile often does not contain any bacteria. The dis- 
tention and obstruction to the flow of bile may be 
of intestinal or pancreatic origin and associated with 
a disturbance of the absorbing power of the gall- 
bladder epithelium. In such cases cholecystogas- 
trostomy has the double advantage of preventing 
distention and draining the gall bladder. Cholecys- 


. 


tectomy would, of course, be effective if it were al- 
ways possible to determine that the functional dis- 
turbances were due entirely to the gall bladder. In 
some cases a contributory factor in the functional 
disturbances may be a stenosis of the bile ducts or 
a pancreatic lesion. 

In cases treated by cholecystogastrostomy the 
function of the stomach is not disturbed and the bile 
ducts are not rendered any more subject to ascending 
infection by being placed in direct communication 
with the stomach. The question as to whether the 
gall bladder maintains its power to absorb fats, 
cholesterin, and water is still unanswered. 

W. A. BRENNAN. 


Boardman, W. W.: The Treatment of Cholecys- 
titis. California & West. Med., 1925, xxiii, 714. 


In the treatment of cholecystitis there is no rule 
of humb to be followed and it is not a question of 
medical treatment as opposed to surgical treatment. 
Many factors, sociological as well as clinical, have a 
bearing on the choice of treatment. 

As a general rule, after a complete diagnostic 
survey, the patient with uncomplicated cholecystitis 
should be kept under careful medical supervision for 
atime. During this period, focal infections should be 
radically removed, gastro-intestinal function careful- 
ly regulated, the diet supervised, and rest, exercise, 
and general hygienic measures insisted upon. Drugs 
should be administered as indicated, non-surgical 
drainage of the biliary tract should be carried out 
when possible, and, in special cases, autogenous 
vaccines should be used. 

If, after a sufficient length of time, such measures 
have failed to remove the clinical and physical evi- 
dence of cholecystitis, or if, after a period of relief, 
there is a recurrence of the signs or symptoms, an 
operation, preferably cholecystectomy, should be 
advised as it offers greater likelihood of permanent 
relief and the prevention of serious complications 
than further unaided medical treatment. After 
cholecystectomy, medical measures should again be 
instituted. 

Cases of acute cholecystitis and those compli- 
cated by recurring appendicitis, gall stones, or ex- 
ensive peritoneal adhesions call for surgical meas- 
ures primarily. The medica! measures mentioned 
should be used postoperatively in these cases also. 

Howarp A. McKnicut, M.D. 


Mayo, C. H.: Gall Stones and Diseases of the Gall 
Bladder. Ann. Surg., 1925, |xxxi, 955. 


The gall bladder is a sac with a capacity of from 
0.75 to 1.5 oz. which is connected with the delivering 
bile duct and is developed from the same mass of 
cells as the stomach, duodenum, and pancreas. Four 
layers make its structure: the mucous, the muscular, 
the elastic, and the serous. Bile drawn from the gall 
bladder is approximately ten times as concentrated 
as bile in the hepatic ducts secreted in the liver. 
The gall bladder not only concentrates bile, but also 
adds mucus to it. 
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Mann placed a cannula in the gall bladder and 
another in the common duct and found by means of 
pressure gauges that the gall bladder undergoes con- 
traction with an increase in the fluid tension but 
without change in the pressure of the common duct. 
Injected in quantity into the blood of animals, 
streptococci with a selective affinity for the gall 
bladder produce gall-bladder disease in a high per- 
centage of cases. Repeated injections at intervals 
cause marked destruction of the gall-bladder mucosa 
and structural changes. 

With or without stones, adhesion of the gall bladder 
to the omentum, duodenum, or colon is usually 
caused by gall-bladder disease. Cholecystitis is now 
considered the essential and primary disease, gall 
stones being secondary to certain forms of cholecys- 
titis and not found in all types or dependent upon 
the degree of inflammation. 

Gall stones are found in approximately 70 per cent 
of cases of gall-bladder disease. In the remaining 
cases the condition is strawberry gall bladder, papil- 
lary gall bladder, and inflammatory gall bladder with 
mucus and thickened bile. 

In cholecystitis there are definite reflex symptoms 
referred to the stomach at fairly definite periods, 
usually within thirty minutes after eating. There is 
also marked qualitative dyspepsia caused by the re- 
tention in the stomach of gas-producing and greasy 
foods, the so-called indigestion with pylorospasm. 
The tenderness is due to a local peritonitis on an in- 
flamed gall bladder which is over-stretched by spasm 
of the sphincter of Oddi. 

Primary cancer of the liver usually begins in the 
gall bladder or ducts around an impacted or nearly 
fixed stone from two to six years after the gall-stone 
attacks have ceased. It may be suspected in a 
patient with a painless jaundice and a history of 
gall-stone colic. 

When the gall bladder and ducts are diseased, the 
liver becomes darker and rougher, and the acute 
angle, or axe edge, largely or completely disappears. 
With a greater degree of gall-bladder infiltration, 
local cirrhotic areas develop which usually are shown 
by white lines radiating out on the surface of the liver 
from the attachment of the gall bladder and out- 
lining the spreading lymphatic area from the gall 
bladder to the liver. 

When functioning, the liver secretes about an 
ounce of bile an hour. Between digestive periods 
the gall bladder concentrates the bile. If the com- 
mon duct of a dog is ligated under anesthesia and 
aseptic conditions, jaundice will not develop for 
three or four days; the gall bladder filters out the 
fluids from the bile and brings about a greater degree 
of concentration. If the gall bladder is removed 
under similar conditions, jaundice appears in twenty- 
four hours and bile salts appear in the blood in three 
hours. The sphincter of Oddi encircling the common 
duct outlet maintains the tension of the duct and is 
probably concerned mechanically in the passage of 
a part of the total bile into the gall bladder for con- 
centration. 


Cholesterol forms from 25 to 30 per cent of the 
blood fat and lipoids and is found in the bile. The 
suprarenals and the corpus lutea of the ovaries are 
believed to be concerned in its production. Bile con- 
tains fat, cholesterol, and bile salts; also bilirubin 
which is probably not formed in any quantity by the 
liver but is withdrawn by the liver from the blood. 
The calcium is held as calcium bilirubinate and 
calcium carbonate. 

Hepatic duct stones are composed of bile salts, 
bilirubin, or carbonate of lime, and a smaller quan- 
tity of cholesterol. 

Rowntree, in 1914, while working on phenolsul- 
phonephthalein tests of the functional capacity of the 
kidney and liver, showed that the phenolsulphone- 
phthalein was eliminated by the kidney and the 
phenoltetrachlorphthalein by the liver. Graham 
later developed the roentgenological examination of 
the gall bladder with tetrabromphthalein. 

Nearly 80 per cent of gall-bladder diseases now 
recognized occur in women. Approximately 80 per 
cent of women with gall-bladder disease have borne 
children and had the first attack during pregnancy 
or soon after childbirth. ‘During pregnancy, choles- 
terol is found in excess in the blood stream. 

The gall bladder should be removed to eradicate 
the disease unless the attack is very acute, the illness 
is very serious, or acute pancreatitis or some other 
organic disturbance is present. If the gall bladder 
looks normal and contains a single pure cholesterin 
stone or if the patient is of advanced age, cholecys- 
tostomy with drainage may be substituted. This 
operation is not so effective as cholecystectomy as it 
does not relax the sphincter of Oddi. 

At the time of operation the condition of the pan- 
creas should always be noted as pancreatic inflam- 
mation is usually secondary to disease of the liver, 
gall bladder, and bile ducts, and may manifest itself 
months after the operation by pancreatic colic and 
pain in the back not unlike that of the original attack. 

Although the author has not noticed any apparent 
defect in function traceable to absence of the gall 
bladder, he believes that this organ is in part a true 
gland which long ago, like the tonsils, may have had 
an important function in protecting the body against 
certain foods or toxins. The gall bladder is apparent- 
ly a filter of concentrated bile passing to the blood 
stream through the lymphatics. 


Gosset, A., Desplas, B., and Bonnet, L.: Perfora- 
tion of the Stone-Containing Gall Bladder into 
the Peritoneal Cavity (Les perforations de la 
vésicule biliaire lithiasique en péritoine libre). J. 
de chir., 1925, XXV, 257. 

The authors’ study was based on 111 cases of free 
perforation of the stone-containing gall bladder into 
the peritoneal cavity. Seventy-one of the cases were 
reported in 1911 by Cotte and Arnaud. The other 
forty are reported in this article. 

In cases of the type under discussion the gall blad- 
der is free from adhesions and the discharge through 
the perforation does not become locally encysted, 
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but follows the ascending colon toward the right 
iliac fossa and accumulates in the cul-de-sac of 
Douglas. 

The theory expressed in textbooks that, because of 
the bactericidal action of the bile, perforations of the 
gall bladder into the peritoneal cavity are not as- 
sociated with great danger is not correct when gall 
stones are present because in such cases the bile is 
always infected. 

In the course of a chronic calculous cholecystitis 
the sudden obstruction of the cystic duct by a stone 
or by sudden inflammatory cedema creates condi- 
tions which increase the virulence of bacteria and 
thus favor the rapid formation of ulcers in the gall- 
bladder wall which has been weakened by the pres- 
sure of the calculi. 

Important symptoms of perforation are severe 
pain, rigidity of the painful zone, respiratory im- 
mobility of the abdominal wall in the same region, a 
decrease in the secretion of urine, and the failure of 
flatus to pass. 

In the 111 cases, all of which were operated upon, 
the mortality was 52.2 per cent. In cases operated 
upon within the first twenty-four hours it was 31.36 
per cent, while in those operated upon after the first 
twenty-four hours it was 59.61 per cent. 

In the diagnosis, the symptoms in the initial stage 
may be confused with those of gastroduodenal ulcer, 
appendicitis with perforation, or high occlusion of the 
ileum by a band or torsion. Perforation of the gall 
bladder is more serious than perforation of a gastro- 
duodenal ulcer because it is less readily recognized 
or diagnosed. 

The ideal treatment is cholecystectomy, but fre- 
quently, on account of the patient’s general con- 
dition, only drainage of the gall bladder and sub- 
hepatic drainage can be done at first and cholecys- 
tectomy must be delayed. 

The prognosis depends in large part on the septic- 
ity of the bile and the patient’s age, general con- 
dition, and resistance. Some patients who are oper- 
ated upon soon after the perforation do not survive, 
while others who are operated upon late recover. 

W. A. BRENNAN. 


Kuttner, L.: Early Operation on the Bile Passages 
from the Standpoint of the Internist (Die 
Fruehoperation an den Gallenwegen vom Stand- 
punkt des Internisten betrachtet). Med. Klin., 
1924, xx, 1685. 

The author does not recognize the necessity for 
operation at the first appearance of symptoms in all 
cases of gall stones. Neither does he believe it justi- 
fiable always to perform an operation at an early 
age in the absence of urgent indications. The only 
correct procedure is to treat according to the require- 
ments of the particular case. 

Operation is indicated definitely in conditions 
threatening life. In such cases, if there are no contra- 
indications, it should be done as promptly as pos- 
sible. It is absolutely indicated in the severe form of 
acute infectious cholecystitis and cholangeitis, es- 


pecially gangrenous cholecystitis and acute empy- 
ema, and in inflammatory obstruction of the gall 
bladder, chronic empyema of the gall bladder, ob- 
struction of the common duct by stones, perfora- 
tion, and peritonitis. 

Relative indications for operation are given by 
many cases in which the presence of stones in the 
gall bladder is suspected and the cystic duct is open. 
They are presented also by mild acute inflammation, 
chronic cholecystitis and pericholecystitis, and hy- 
drops of the gall bladder. It is impossible to state 
indications that apply to all cases. 

The internist must recognize the limits of internal 
treatment and turn the patient over to the surgeon 
at the right time. Certain differences in the opinions 
of internists and surgeons are due to differences in 
the types of cases they see. The internist sees mild 
cases which tend to become latent, while the surgeon 
sees more severe cases, many of which have been sub- 
jected to prolonged medical treatment. Better re- 
sults can be obtained only by intelligent co-operation 
between the internist and surgeon. 

Konjetzny (Z). 


Moszkowicz, L.: Early Operation on the Bile Pas- 
sages from the Standpoint of the Surgeon (Die 
Fruehoperation an den Gallenwegen vom Stand- 
punkt des Chirurgen betrachtet). Med. Klin., 1924, 
xx, 1689. 

The demand of the surgeon that patients be 
brought to him at an earlier age and not kept too 
long under medical treatment is due to increasing 
knowledge of gall-stone formation and the complica- 
tions which may develop in gall-stone disease. 

By early operation the surgeon means, not opera- 
tion in the early stages of the attack, but operation 
in earlier life. The results of operation depend upon 
the technical skill of the surgeon and the indications. 
The indications in the hospital differ from those in 
private practice. The poor require operation at a 
time when the rich can still try other measures or 
make several trips to Carlsbad. 

Of importance in establishing the indication for 
operation is frequent difficulty in the differential 
diagnosis. The opposition of many internists to the 
indications for operation which have been established 
by the surgeon is due to certain disadvantages which 
have been associated with surgical treatment. These 
include long-continued drainage, tamponade and 
painful after-treatment, the frequent occurrence of 
postoperative abdominal hernia, symptoms due to 
adhesions, and the frequent development of recur- 
rences after operation. 

In recent years, however, newer methods without 
these disadvantages have been devised. Drainage is 
reduced to the minimum as most surgeons leave only 
one drain in place for a few days and otherwise su- 
ture the abdomen tightly. Thus the danger of incis- 
ional hernia and the formation of adhesions is dimin- 
ished. The operative results have been improved 
also by attempts to prevent narrowing of the papilla 
of Vater and spasm of the sphincter of Oddi. These 
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complications may be prevented by a broad anas- 
tomosis between the duodenum and the common 
duct which will allow the evacuation of infected bile 
and the painless passage of stones that may be left. 
Some surgeons, however, prefer dilatation of the 
papilla with sounds. 

The increasingly urgent demand of surgeons for 
early operation on the bile tract is the result of a 
clearer understanding of the relationship between 
diseases of the biliary tract and those of the pan- 
creas. Whether and to what extent carcinoma of the 
gall bladder, common duct, and pancreas depend 
upon inflammatory conditions has not been definitely 
proved, but such a relationship is generally assumed. 
If this assumption is correct, early operation in 
biliary diseases constitutes a prophylactic measure 
against carcinoma. KonjJetzny (Z). 


Kappis, Enderlen, Krehl, Kuettner, Anschuetz, 
Morawitz, and Voit: Early Operation for Gall 
Stones (Die Fruehoperation der Gallensteine). 
Med. Klin., 1924, xx, 1763. 

Kappis favors operation for gall stones in the 
early years, at the beginning of the condition, if the 
diagnosis is positive and there are no definite contra- 
indications to surgical interference. However, he 
calls attention to the fact that, even in uncomplicated 
cases, operation has a certain mortality and the pain 
may recur. Early operation during an attack he 
regards as inadvisable in cases of colic without in- 
flammatory changes, but he favors it when the 
attacks occur in rapid succession and the picture of 
inflammation of the gall bladder predominates. In 
such cases, early operation prevents such complica- 
tions as necrosis of the gall-bladder wall, perforation, 
and pancreatitis. Moreover, when it is performed on 
the first or second day it is technically easy as the gall 
bladder is usually enlarged and free from extensive 
adhesions. 

In cases of common duct stone Kappis resorts 
to surgery if the symptoms do not subside on the 
second or third day. If chills occur, he operates im- 
mediately. The onset of icterus which has its origin 
in hepatitis gives rise to diagnostic difficulties. 
Contra-indications to operation are serious condi- 
tions of the circulatory and respiratory organs. 

Enderlen holds practically the same opinions as 
Kappis. In his discussion he refers to the statistics 
which Hotze presented before the Surgical Congress 
of 1923. 

Krehl sees an absolute indication for operation in 
fever, chills, long existing icterus, common duct 
stone, suppuration, and threatening perforation. In 
other cases he decides upon the treatment according 
to the nature of the particular case, but as a rule he 
tends to favor operative rather than conservative 
treatment. 

Kuettner gives as absolute indications for opera- 
tion acute seropurulent cholecystitis, suppurative 
ge ge processes, chronic empyema and 

ydrops of the gall bladder, acute common duct 
stone with only cholangeitic changes, chronic ob- 


struction of the common duct, gall-stone ileus, and 
suspected gall-bladder carcinoma. Relative in- 
dications are chronic recurring cholecystitis which 
is refractory to medical treatment, morphinism in 
persons with gall stones, inability of the patient to 
afford protracted treatment, symptoms due to ad- 
hesions following cholelithiasis, and cholelithiasis 
in typhoid carriers. As contra-indications Kuettner 
gives advanced age, especially of persons with dia- 
betes, arteriosclerosis, and cardiac conditions; severe 
lung conditions; and excessive obesity. He states 
also that he does not operate in cases with only 
occasional colic without icterus (it is in such cases 
that medical treatment is most successful); cases of 
colic with icterus in which stones are passed after 
each attack; cases of uncomplicated acute obstruc- 
tion of the common duct; or cases of carcinoma of the 
gall bladder with metastases. 

Anschuetz advises against operation at the first 
attack of gall stones or gall-bladder inflammation, 
but is of the opinion that operation should be done 
at an earlier age than has been customary in order 
to prevent the severe changes caused by infection 
of the gall bladder. He believes that operation is 
absolutely indicated in gall-bladder infections with 
general or peritoneal manifestations, in obstruction 
of the common duct with cholangeitis, and in hy- 
drops and empyema of the gall bladder. He usually 
does not operate in cases of acute obstruction of the 
gall bladder but advocates operation for chronic re- 
curring obstruction and for chronic recurring chole- 
cystitis with colic even when icterus is absent, es- 
pecially if the patient requires considerable mor- 
phine. 

Morawitz and Voit are not very enthusiastic re- 
garding early operation, but advise it when infec- 
tious processes are present and when there is danger 
of perforation. They operate also when numerous 
attacks have occurred and medical treatment has 
failed. Morawitz believes that a definitely estab- 
lished common duct stone is an absolute indication 
for operation, and sees no contra-indication in icterus. 

Smon (Z). 


Deaver, J. B.: Surgical Aspects of Acute Pancrea- 
titis. Atlantic M. J., 1925, xxviii, 558. 


Deaver emphasizes the frequent association of 
acute pancreatitis with some previous infection of 
the upper abdomen, particularly infection of the 
gall bladder, ulceration of the stomach or duodenum, 
and colitis. This constant association emphasizes 
the importance of early surgical attention to in- 
flammatory lesions of the abdomen. 

Deaver has believed for years that the bulk of 
evidence supports the view that the infection reaches 
the pancreas by way of the lymphatics. He advo- 
cates early operation in order to prevent the extra- 
vasation of blood and ferments into the pancreas 
and the peritoneal pancreatic tissue. Fat necrosis may 
occur at the end of twenty-four hours, but gangrene 
and suppuration seldom appear until the third or 
fourth day. Operation should consist in drainage 
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of the fluid in the pancreas or lesser peritoneal sac 
and sufficient drainage down to the head of the 
pancreas. Joun W. Nuzum, M.D. 


Rich, A. R., and Rienhoff, W. F., Jr.: The Bile- 
Pigment Content of the Splenic Vein. Bull. 
Johns Hopkins Hosp., Balt., 1925, xxxvi, 431. 


The authors have made estimations of the biliru- 
bin content of the splenic vein blood in various 
pathological conditions. In five cases the blood was 
obtained by aspiration of the vessels during sple- 
nectomy. In five others it was removed from the 
vessels at autopsy shortly after death. In the latter 
the splenic vein was clamped near its entrance to the 
portal vein before withdrawal of the blood in order 
to prevent the aspiration of the portal blood. In 
both the operative and the autopsy cases special care 
was taken to handle the spleen very gently or, when 
possible, not at all, before the blood was withdrawn 
from the vessels. 

The bilirubin content of the various samples of 
blood was estimated by the Van den Bergh quantita- 
tive “indirect” method. In several cases the Thann- 
hauser and Andersen modification of this test was 
also used. 

The authors conclude that within the spleen, 
bilirubin is probably formed in the reticulo-endo- 
thelial cells in which this organ is so rich or by some 
as yet undetermined extracellular mechanism. 

The bilirubin content of the blood of the splenic 
vein was compared with that of the blood of the 
splenic artery and the peripheral veins. In four of 
ten cases, the blood from the splenic vein contained 
much more bilirubin than the control blood. This is 
evidence that bilirubin can be formed within the 
spleen. 

In pernicious anemia and in secondary anemia, 
the splenic vein blood may or may not contain more 
bilirubin than the blood of the splenic artery. 

In a case of hemolytic jaundice the blood from the 
splenic vein contained much more bilirubin than 
that from the splenic artery or that from a peripheral 
vein. Following splenectomy the bilirubin content 
of the plasma fell to normal within forty-eight hours. 

Morris H. Kaun, M.D. 


Bowers, L. G., and Arn, E. R.: Some Indications 
for Splenectomy, with Case Reports. Ohio State 
M.J., 1925, xxi, 389. 

The spleen belongs to the reticulo-endothelial 
system and has the characteristics of a hemolymph 
gland. The fact that all of the venous blood of the 
spleen passes through the liver may have some bear- 
ing on the syndrome commonly known as hemo- 
lytic jaundice. 

The conditions requiring splenic surgery fall into 
three groups: (1) injuries, abscesses, cysts, and new 
growths; (2) diseases of the blood-forming sytsem, 
including Banti’s disease or splenic anemia, Gauch- 
er’s disease, and hemolytic jaundice; (3) pernicious 
anemia, primary cirrhosis of the liver with sple- 
nomegaly, leukemia, and polycythemia. 


Splenic anemia is considered today a progressive 
disease. It occurs twice as often in females as in 
males and is characterized by chronicity, gradual 
hypertrophy of the spleen, secondary anemia with 
leucopenia, attacks of epigastric pain, a marked 
tendency toward gastro-intestinal hemorrhage, and 
in the late stages by cirrhosis of the liver, jaundice, 
and ascites. As the operation is not an emergency 
measure, the patient should be adequately prepared 
for it by repeated transfusions of blood. 

Gaucher’s disease, which usually begins in child- 
hood and is chronic, simulates Banti’s disease. The 
enlargement of the spleen is greater than in other 
diseases associated with splenomegaly. A cure can- 
not be expected from splenectomy as the disease is 
present, or at least may be present, in the bone 
marrow and lymph nodes. 

The two types of hemolytic jaundice to be recog- 
nized are the congenital or familial type and the ac- 
quired type. The symptoms of both are very similar. 
They are: 

1. Acholuric jaundice, that is, jaundice with normal 
stools and urine and without the itching and wast- 
ing usually associated with obstruction of common 
bile duct. 

2. Enlargement of spleen and liver. 

3. Increased fragility of the red blood cells. 

4. Atendency toward the occurrence of crises, that 
is, exacerbations of jaundice preceded and accom- 
panied by fever, malaise, epigastric pain, and tender- 
ness, but without petechial hemorrhages. 

5. Absence of bile salts from the urine except during 
crises, and the presence of bile pigment in the blood 
and of urobilin in the urine. The test advocated 
by Van den Bergh has been of great value in the dif- 
ferentiation. 

6. A normal coagulation time and normal calcium 
time. 

The treatment is surgical, especially if the symp- 
toms are pronounced or the repeated crises disabling, 
but operation should be avoided during the crises. 

Pernicious anemia is a chronic disease of unknown 
etiology presenting a severe anemia with a charac- 
teristic blood picture. The chief characteristics in 
the order of their appearance are: 

1. Gradually increasing anemia and lemon pallor 
of the skin with a high color index of the blood, 
poikilocytosis, anisocytosis, and polychromatophilia 
with normoblasts and megaloblasts. The white cells 
show comparatively little deviation from the nor- 
mal. During a remission the blood may almost return 
to normal except for the continued poikilocytosis 
and high color index. | ; 

2. Achlorhydria. This is a very common finding 
and one of the earliest and most important diag- 
nostic signs. Percy states that he would hesitate 
to make a diagnosis of pernicious anemia in any 
case showing free hydrochloric acid in the stomach. 

3. Glossitis. This isa constant finding. The pecu- 
liar smooth, glossy surface of the tongue and the 
burning sensation of the buccal mucosa are always 
present. 
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4. Pigmentation of the skin. 

5. Diarrhoea and vomiting occurring in attacks dif- 
ficult to control except by transfusion and large 
doses of hydrochloric acid. 

6. Various nerve manifestations ranging from al- 
most constant tingling in the fingers and toes to 
signs suggesting tabes and multiple sclerosis. 

In cases of pernicious anemia, splenectomy should 
never be done during or near a crisis or when the 
symptoms enumerated persist after transfusion. 

Chronic purpura hezmorrhagica or essential 
thrombopenia is usually seen in the period of ado- 
lescence and presents the following characteristics: 

1. Enormous diminution in the blood platelets from 
normal to 150,000 to 5,000 or 10,000. 

2. Petechial hemorrhages at first, and later a gen- 
eral oozing from the gums and nose and the gastro- 
intestinal, and renal tracts. The disease may be 
differentiated from the bleeding disease known as 
hemophilia by the fact that hemophilia is a heredi- 
tary disease occurring only in males and transmitted 
only through the female. Moreover, in hemophilia 
there is marked prolongation of the time of clotting, 
but when clotting occurs retraction takes place, while 
in purpura the coagulation time is normal and there 
is very little retraction of the clot. The petechial 
hemorrhages may be shown by the _ technique 
brought out by Hess. In this procedure a tourniquet 
isapplied to an extremity with pressure just sufficient 
to permit the blood to flow into the arteries of the 
limb. After three minutes a crop of petechie# appear 
in the skin below the constriction. 

3. Secondary anemia of a degree depending upon 
the amount of hemorrhage. 

The treatment is splenectomy which not only 
saves life but stops the haemorrhagic tendency. 

Myelogenous leukemia belongs to the group of 
malignancies of the blood. Therefore the authors 
have relied upon the application of radium to the 
spleen and of the X-ray to the long bones. 

Splenomegaly with anemia (secondary) asso- 
ciated with syphilis is usually of the diffuse non- 
gummatous type, but the liver may show gummata 
in addition to diffuse syphilitic cirrhosis. The en- 
largement of the liver and spleen persists even when 
active anti-syphilis treatment is given. Splenectomy 
is advisable. Treatment for syphilis in this group of 
cases is far more effective following splenectomy 
than before removal of the spleen. 

In the technique used by Bowers and Arn, a modi- 
fied Bevan incision or a Kocher incision is made and 
a general exploration of the abdominal cavity is 
done for foci of infection. The spleen is usually easy 
to deliver if it is not adherent; adhesions can be 
broken down with the hand. The pedicle is clamped, 
care being taken not to include the tail of the pan- 
creas. The blood from the spleen is immediately 
citrated for its re-introduction or autotransfusion at 
the end of the operation. 

In summarizing, the authors state that splenec- 
tomy is a most valuable procedure in Banti’s dis- 
ease, hemolytic jaundice, chronic hemorrhagic 


purpura, and the group of syphilides accompanied 
by cirrhosis of the liver, splenomegaly, and ascites 
which do not respond to anti-syphilis treatment. It 
is of questionable value in pernicious anemia, myelo- 
genous leukemia, polycythemia vera, and Gaucher’s 
disease. Morris H. Kaun, M.D. 


MISCELLANEOUS 


Galbraith, W. W.: The Acute Abdomen. Glasgow 
M.J., 1925, n.s. xxi, 338. 


In acute conditions of the abdomen the results of 
operation may depend not so much upon the operative 
skill of the surgeon as upon the diagnostic ability of 
his confrére, the general practitioner. 

In the author’s opinion, abdominal pain should 
always be regarded as a potentially serious symptom 
and if it cannot be attributed to a minor condition 
the patient should be moved to a hospital where 
immediate operation may be performed. 

An early diagnosis is of the utmost importance. 
It must be determined first whether the condition is 
intra-abdominal. Basal lobar pneumonia in the early 
stage must be excluded. In ruling out pneumonia a 
disturbance of the normal pulse-respiration ratio 
and absence of chlorides in the urine are of assistance. 

The condition of the central nervous system must 
also be considered, as the gastric crisis of tabes may 
suggest an acute abdominal emergency. A history 
of diplopia and lightning pains and the condition of 
the tendon reflexes will aid. 

Of diseases involving the kidneys, pyelitis is the 
most apt to simulate an acute condition of the ab- 
domen. The history, site, radiation, and nature of 
the pain are of aid in the diagnosis. In pyelitis the 
temperature is very high whereas in abdominal em- 
ergencies a high temperature is rare. 

In the diagnosis of abdominal emergencies the 
following conditions must be borne in mind: 

1. Colics. The pain of colic is sudden in onset and 
cessation and tends to recur. Deep pressure over the 
affected area is not resented, but often welcomed, 
which would never be the case if there were any in- 
flammation of the peritoneum. 

2. Perforations. Perforations occur more fre- 
quently in males than in females and are most com- 
mon between the ages of 14 and 60 years. The his- 
tory may be typical. The onset is very sudden. The 
patient becomes doubled up with pain and unable to 
move. The skin becomes cold and clammy, the pulse 
thin and thready, the temperature subnormal, and 
the abdomen board-like. Breathing is entirely 
thoracic. In the later stages the initial shock may 
subside and signs of acute peritonitis with a rapidly 
increasing pulse rate, increasing pain, and rigidity 
and distention of the abdomen may develop. 

3. Hemorrhage. Apart from the haemorrhages 
due to rupture of the spleen and liver, the most com 
mon hemorrhage is the result of the rupture of a 
tubal gestation. This is not as acute in its symptoms 
or as urgent an emergency as a perforating gastric 
ulcer. The features of rupture of tubal gestation are 
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pallor, absence of rigidity, the presence of slight 
tenderness, and a thin, rapid, almost imperceptible 
pulse. 

4. Inflammations. Cases of acute appendicitis 
constitute 70 per cent of allemergencies. The earliest 
symptoms of this condition are nausea and vomiting 
and a colicky pain around the umbilicus shifting to 
the right iliac fossa. A slight rise in the temperature, 
involuntary rigidity in the right iliac fossa, and ten- 
derness which is maximal at McBurney’s point may 
follow. If the inflammatory process is due to viru- 
lent organisms, gangrene of the appendix may de- 
velop with cessation of the pain. In such a lull, an 
increasing pulse rate and the occurrence of vomiting 
are unfavorable signs. 

5. Obstruction. The most common cause of ob- 
struction is the strangulation of an inguinal hernia. 
Another common cause is cancer of the colon, but 
in this condition the acute attack is usually an ex- 
acerbation of an already present chronic obstruction. 
Next to appendicitis, intussusception is the most 
common abdominal emergency of childhood. In 
the case of a child with paroxysmal abdominal pain 
a rectal examination should be made. A trace of 
blood or mucus on the examining finger is suggestive 
of intussusception, and if the apex of the intussus- 
ception is felt in the rectum the diagnosis is sure. 

Rosert M. Grier, M.D. 


Westman, A.: A Casuistic Contribution to the 
Knowledge of Mesenteric and Retroperitoneal 
Lymphangiomata. Acta chirurg. Scand., 1925, lix, 
37- 

Westman reports two cases of mesenteric lym- 
phangioma and one case of retroperitoneal lym- 
phangioma. A correct clinical diagnosis was not 
made in any case. 

The retroperitoneal lymphangioma was found 
accidentally during an operation for acute appendi- 
citis. It entirely covered the gangrenous and per- 
forated appendix so that the latter could not be 
found. The patient died. 

One of the mesenteric lymphangiomata was a 
multilocular cystic tumor the size of a goose egg 
which was situated in the sigmoid mesocolon. It 
produced a kink in the sigmoid flexure with resulting 
symptoms of obstruction. As palpation of the neo- 
plasm was impossible and as tenderness was found 
in the lower part of the abdomen on the right side, 
the symptoms were interpreted as those of appendi- 
citis. The patient recovered. 

In the second case of mesenteric lymphangioma 
the onset of the condition was acute, with pain in 
the epigastric region, attacks of vomiting, and fever. 
Impending perforation of an ulcer was suspected. 
Operation revealed an infected cyst in the mesentery. 
This patient also recovered. 
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Dujarier, C., and Larget, M.: The Technique of 
Total Colpectomy for Complete Prolapse in 
Elderly Women (Technique opératoire de la col- 
pectomie totale dans le prolapsus complet des femmes 
agées). J. de chir., 1925, xxv, 283. 

Total colpectomy, Mueller’s operation, is especial- 
ly applicable to prolapse in women beyond the age of 
sexual life. The authors have found that it gives 
much better results than abdominal hysteropexy or 
other methods. 

In order to relieve the ulceration of the prolapsed 
mass which is often caused by friction, the patient is 
kept in bed for several days before the operation, 
the prolapsed tissue is lavaged and then reduced, 
and the reduction is maintained by means of a 
T binder. 

At operation, which is performed preferably under 
spinal anesthesia induced with novocaine, the pro- 
lapse is pulled down to its maximum extent and a 
circular incision is first made around the vagina pass- 
ing just below the urethral meatus anteriorly, back 
of the fourchet posteriorly, and along the base of the 
vulva laterally. This incision cuts through the whole 
vaginal wall and opens the plane of cleavage separat- 
ing it from the bladder and the rectum. 

Next, a vertical incision is made in the midline on 
the anterior and posterior aspects, extending to a 
point a few centimeters from the cervix. The vagina 
is then dissected free, one half at a time. In the next 
step the cervix is divided into two lips by means of two 
lateral cuts and the lips are sectioned at the base with 
the bistoury. The uterus is then closed with three 
sutures of catgut and buried with a series of catgut 
sutures, and the vaginal opening is closed. 

In fifteen cases operated upon in this manner there 
were no deaths and the end-results were excellent. 
The solid fibrous ring which takes the place of the 
vagina prevents recurrence. When the authors’ 
patients were re-examined—some of them more than 
two years after the operation—the result was still 
satisfactory. However, the authors admit that they 
have heard of an instance in which the operation, per- 
formed elsewhere, was followed by rectal prolapse. 

W. A. BRENNAN. 


Gellhorn, G.: Some Debatable Features of Curet- 
tage of the Uterus. Am. J. Obst. & Gynec., 1925, 
x, IOI. 


Dilatation of the uterus is generally done by means 
of graded instruments of the type of Hegar’s dilators. 
Pointed dilators should be abandoned in favor of 
those with rounded tips. Haste or undue force in 
dilatation may sometimes result in incomplete rup- 
ture of the uterus at the internal os. 


Systematic scraping away of the uterine mucosa in 
strips is uniformly carried out. The fact that the 
tubal corners are the sites most commonly affected 
by pathological changes, particularly in cases of 
polyps or early cancers, is not generally recognized. 
Wiping out the uterine cavity with pure phenol 
followed by alcohol used to be a favorite procedure, 
but is not without danger. The cauterization may 
lead to ulceration, and the latter, if situated at the 
internal os, may lead to stricture which eventually 
may give rise to hematometra or pyometra. The 
author has removed three uteri for this indication. 
The belief that infection can be eradicated from an 
extensive wound cavity by the application of an 
antiseptic for a few seconds is contrary to all modern 
conceptions of pathology. 

In the author’s opinion, an intra-uterine douche 
after curettage is superfluous as there is no obstruc- 
tion to drainage. Uterine tamponade, though oc- 
casionally necessitated by excessive bleeding, is 
usually obviated by the injection of pituitrin. Uter- 
ine perforation is due to faulty technique and is there- 
fore preventable. The injection of pituitrin is the 
first prophylactic measure. Gentleness in dilatation 
and in the handling of instruments is essential. The 
largest possible curettes should be used. 

E. L. Cornett, M.D. 


Davis, L.: Carcinoma of the Body of the Uterus. 
Ann. Surg., 1925, |xxxii, 131. 

Carcinoma of the body of the uterus is about one- 
third as common as carcinoma of the cervix. It 
rarely involves the cervix. As a rule it occurs in the 
mucosa and muscle, extending into the uterine cav- 
ity in polypoid growths. Occasionally it extends 
through the muscle and invades the peritoneal cavity 
or the adnexa. 

Many of the cases studied by Davis showed meta- 
plasia from glandular to typical squamous epithel- 
ium with epithelial pearls. Two of the cases indicated 
that there is a stage at which the disease is definitely 
limited to the mucosa. A polyp was present in seven 
cases. The histogenesis is still obscure. Barring 
several rather striking exceptions, the clinical results 
were found to be in general conformity with the 
statement of Mahle that, taken as a whole, cellular 
differentiation is the most important criterion of the 
degree of malignancy. 

The average age of the author’s patients was 54 
years. Hzmorrhage and discharge were the chief 
symptoms. A misapprehension among doctors as to 
the significance of post-climacteric bleeding is re- 
sponsible for the failure of many early cases to be 
diagnosed. In suspicious cases diagnostic curettage 
should be advised. When this leads to a positive 
diagnosis, it should be followed immediately by 
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operation. The practical advantage of early diagno- 
sis outweighs the theoretical danger of dissemination 
of the growth by the curettage. 
Radium was used in only three cases, but the 
author concludes that, on the whole, operative treat- 
ment is to be preferred, being comparatively satis- 
factory in both its immediate and late results. He 
advises panhysterectomy by the abdominal route. 
Preliminary diagnostic curettage to rule out carci- 
noma of the body of the uterus should be done also in 
all cases in which supravaginal hysterectomy is con- 
templated for other conditions, particularly fibroids. 
Contamination of the operative field with carcinom- 
atous material must be avoided. Therefore tenac- 
ula should not be used and the distal ends of the 
tubes and the cervix must be sealed in time to pre- 
vent spilling of the uterine contents during the opera- 
tion. GoopricH C. SCHAUFFLER, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Forsdike, S.: The Investigation of the Uterus and 
Fallopian Tubes by Air and Opaque Bodies in 
Sterility. Proc. Roy. Soc. Med., Lond., 1925, xviii, 
Sect. Obst. & Gynec., 77. 

In cases of sterility no investigation of the female 
should be undertaken until the male has been proved 
normal. Inflation of the fallopian tubes to determine 
their patency should be done only in the absence of 
inflammation of the adnexa and a purulent dis- 
charge from the cervix. The time the test is made 
should be well spaced from the menstrual period as 
during menstruation the endometrium is congested 
and thickened and therefore offers resistance to the 
passage of air or fluids. The author believes also 
that during menstruation there is greater danger of 
air embolism. 

The apparatus used by Forsdike to determine the 
condition of the uterus and tubes consists of a well- 
tapered hollow uterine dilator, the third in the series, 
with the opening at the tip, and the bulb and reser- 
voir ordinarily used with a Junker chloroform in- 
haler. The reservoir is surrounded by a specially 
constructed net of strong twine to give it fixed sup- 
port. No manometer is employed. 

When obstruction in the uterus or tubes is indicated 
by failure of the air to pass, the author proceeds to 
further investigation by means of opaque sub- 
stances. For inflation, oxygen, carbon dioxide, and 
air have been employed. The difference in the rate 
of absorption of these gases is negligible. 

The test is carried out on out-patients. The 
patient is instructed to place a glycerine plug against 
the cervix on the two nights preceding the test. 
When the test is made she is placed in the Trendelen- 
burg position. As in this position the suprapubic 
area forms the dome of the abdomen, any air enter- 
ing the abdomen forms a bubble in that area and in- 
creasing tympanitis is demonstrated by percussion. 
In this position also the vagina can be kept filled 
with saline solution or water which will reveal any 
back-flow of air. 


The bulb is attached to the uterine tube and the 
vagina filled slowly with the sterile saline solution 
or water. The reserve bulb soon becomes full, with its 
net under tension. If the fallopian tubes are patent, 
the reservoir slowly deflates and on auscultation 
above the tubes the air can be heard. As the quantity 
of air in the peritoneal cavity is increased, an in- 
creasing globular area of tympanitic resonance can 
be demonstrated in the suprapubic region on per- 
cussion. 

Forsdike has found it necessary to inject only a few 
cubic centimeters of air. The maximum pressure re- 
quired is 150 mm. Hg. 

The localization of an obstruction is accomplished 
by the injection of lipiodol followed by X-ray exami- 
nation. Lipiodol is completely absorbed from the 
peritoneum in from seven to ten days and does not 
cause irritation. 

The roentgenograms show the position, appear- 
ance, and direction of the fallopian tube, the exact 
site of the obstruction, and whether operation is 
advisable. Rotanp S. Cron, M.D. 


Kennedy, W. T.: Isthmospasm of the Fallopian 
Tube: Report of Cases. J. Am. M. Ass., 1925, 
Ixxxv, 13. 


Isthmospasm of the fallopian tube may obstruct 
the meeting of the ovum and spermatozoa and may 
be the only obstruction preventing the passage of a 
fertilized ovum from the tube into the uterus—a 
factor favoring ectopic gestation. 

It is one condition that will explain selective 
sterility. Attenuation of an isthmospasm explains 
delay of conception in certain cases. 

Isthmospasm occurs in some women complaining 
of sterility or sterility and dysmenorrhoea, and is 
frequently associated with anteflexion. It is caused 
by improper balance of the autonomic and sym- 
pathetic innervations, the autonomic being in excess 
or the sympathetic being deficient. 

A tube having an apparently normal ampulla and 
no evident abnormality of the isthmus should not be 
removed even if it obstructs the passage of insufflated 
carbon dioxide as its removal may render a patient 
permanently sterile who is only temporarily sterile. 

Cart H. Davis, M.D. 


MISCELLANEOUS 


Lynch, F. W.: Backache in Gynecology—A Study 
of Its Frequency and Meaning. California & 
West. Med., 1925, xxiii, 856. 

Backache was a symptom in 48 per cent of 608 
general gynecological conditions. In 37 per cent of 
this 48 per cent it was ascribed to a gynecological 
defect, and in 17 per cent to an orthopedic defect. 
It was present in 8 per cent of the cases of ovarian 
tumor, 31 per cent of those of fibroids, 46 per cent of 
those of pelvic inflammation, 58 per cent of those in 
which a suspension operation had been done, 75 
per cent of those of relaxation of the vaginal outlet, 
and 23 per cent of those of procidentia. 
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Backache which was cured by a gynecological 
operation was present in 100 per cent of the cases 
of ovarian tumors, 84.5 per cent of those with marked 
retroflexion of the uterus, 81 per cent of those with 
marked vaginal relaxation, 71 per cent of those with 
chronic pelvic inflammation, 68 per cent of those 
with fibroids, and 36 per cent of those with complete 
procidentia. 

Backache in gynecological conditions is due chiefly 
to pelvic congestion. This is evident from its con- 
stant association with a turgid condition of the vis- 
cera and its absence when the circulation is im- 
paired. It occurs in the region of the sacral or lower 
lumbar spine. 

Gynecologists must bear in mind the possibility 
of backache due to an orthopedic defect and, con- 
versely, orthopedists must bear in mind the pos- 
sibility of backache due to a pathological condition 
of the pelvic viscera. 

GoopricH C. SCHAUFFLER, M.D. 


Bland, P. B.: The Medical and Surgical Aspects of 
Amenorrhea. Therap. Gaz., 1925, xlix, 397. 


Amenorrheea, relative or absolute, may be physio- 
logical or pathological. Physiological amenorrhea, 
dependent upon temporary alteration in genital 
function, occurs during pregnancy, parturition, and 
lactation. Pathological amenorrhoea may be due to 
systemic or local disease. Systemic diseases such as 


typhoid, pneumonia, smallpox, parotitis, tonsillitis, 
and especially influenza, are prone to be accompanied 
by amenorrhcea. 

Of the chronic diseases, tuberculosis, chlorosis, 
and primary anemias in general, secondary anemia, 
diabetes mellitus, nephritis, endocarditis, syphilis, 
organic nervous disease, and drug addiction may be 
associated with amenorrhoea. 

Probably the most important systemic cause of 
amenorrhoea is a functional or organic alteration 
in one or more units of the endocrine system, chiefly 
the ovary. Altered function of the pituitary gland 
resulting in Froelich’s syndrome is another cause 
of this type. 

Among local conditions which may produce amen- 
orrhcea are hypoplastic conditions of the uterus and 
ovaries, congenital absence of the genitals, and con- 
genital stenosis of some portion of the birth canal. 

The first essential in the therapy is of course the 
discovery of the cause. In general, the measures to 
be adopted may be divided into medical, electrical, 
and surgical. Of the drugs used, hematinics such as 
Blaud’s pills, emmenagogues such as manganese 
dioxide, and organic preparations will give the most 
satisfactory results. Of the organic preparations, 
corpus luteum is the best. The only indication for 
operative interference is given in cases of retention 
amenorrhoea. In these cases the X-ray has been of 
some value. Harry W. Fink, M.D. 








OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Hofbauer, J.: The Function of the Hofbauer Cells 
of the Chorionic Villus, Particularly in Relation 
to Acute Infection and Syphilis. Am. J. Obst. & 
Gynec., 1925, X, I. 

The well-known cellular changes within the core 
of the syphilitic villi represent a response of its 
specific elements to spirochetes and indicate that 
histiocytes after being transformed into polyblasts 
and epithelioid cells constitute the essential con- 
stituents of the new tissue, while the fibroblasts re- 
main less numerous. In other words, the placental 
changes may be regarded as a cellular defense 
mechanism. 

Placental tissue may be assumed to possess func- 
tions similar to those of the lymph glands, the hemo- 
lymph glands, and the bone marrow. Accordingly, 
the placenta not only plays a most important part in 
the nutrition of the fetal organism but also, acting as 
an advance guard, protects the fetus to some extent 
against bacterial infection. 

The author’s investigations have demonstrated a 
definite relation between infection and macrophage 
response within chorionic villi, in which the clas- 
matocyte plays a most important part. Successful 
resistance to bacteria is constantly associated with a 
high clasmatocyte count. E. L, Cornett, M.D. 


Shands, H. R.: Czesarean Section in Eclampsia. 
South. M. J., 1925, xviii, 534. 

Cooke, W. R.: An Outline of Indications for Cz- 
sarean Section and of Some Factors Bearing 
upon This Procedure. South. M.J., 1925, xviii, 


8. 
Tesasbe, P. W.: The Conservative Treatment of 
Eclampsia. South. M. J., 1925, xviii, 541. 

SHANDS advocates the more frequent use of abdomi- 
nal cesarean section in selected cases of eclampsia, 
notwithstanding the fact that the majority of ob- 
stetricians do not favor it. In appendicitis and in- 
testinal obstruction it is usually safe to delay opera- 
tion for from twelve to twenty-four hours, but in 
eclampsia the uterus must be emptied within from 
thirty minutes to one or two hours after the first con- 
vulsion. 

In the past fifteen years Shands has treated ap- 
proximately twenty-two cases of eclampsia by c#sa- 
rean section. 

Only two of these patients died, one from pneu- 
monia ten days after operation was performed and 
the other from chronic nephritis which was not af- 
fected by the delivery. 

CookE says, ‘‘ Cesarean section is called for where 
the toxemia is very severe and labor not in progress, 
if conditions continue to grow rapidly worse under 
conservative treatment. In the milder forms, treat- 


ment of the toxemia followed, if necessary, by the 
induction of labor is best, but when the patient does 
not improve, especially if some other relative in- 
dication exists, cesarean section is the operation of 
choice.” 

Following a review of the various indications for 
cesarean section, Cooke says, ‘‘Generally speaking, 
the safety of both mother and child are better in- 
sured by cesarean section in the hands of a compe- 
tent surgeon than by delivery by the more difficult 
major obstetrical maneuvers in the hands of one who 
is neither able to distinguish the situations in which 
such maneuvers are inapplicable nor sufficiently 
skillful to make them safe. This point is frequently 
overlooked by obstetricians in their criticisms of the 
too rapidly growing tendency toward cesarean sec- 
tion in obstetrical practice. For the practitioner who 
possesses neither obstetrical nor surgical skill, the 
obstetricial procedures are usually the better choice, 
even considering the added risk to the child and the 
probability of serious trauma to the mother, since 
cesarean section in inexperienced hands carries too 
high a maternal mortality to make it a justifiable 
elective procedure.” 

Toomss, after a very careful review of the litera- 
ture on the treatment of eclampsia, advocates con- 
servative treatment by starvation, gastric lavage, 
bowel lavage, hypodermic injections of morphine, 
and injections of sodium bicarbonate under the 
breasts. He emphasizes that by far the best treat- 
ment for eclampsia is prevention. 

Rotanp S. Cron, M.D. 


Keiffer, H.: The Mechanism of the Spontaneous 
Retrogression of Fibromyomata During and 
After Pregnancy (Du mécanisme de la régression 
spontanée des fibromyomes pendant et aprés la 
grossesse). Bruxelles-méd., 1925, v, 659. 


Pregnancy undoubtedly has an effect on fibrous 
tumors of the uterus. The author has seen many 
cases in which they seemed to soften and decrease 
in size during pregnancy, and at labor appeared to 
take part in the contractions of the uterus. After 
labor some of them seemed to be just as they were 
before pregnancy while others almost disappeared 
and ceased to cause hemorrhages but after three or 
four months again began to grow rapidly. Still 
others underwent permanent retrogression. 

In one case in which it was necessary at term to 
perform a cesarean section and resection of the 
uterus because of a large interstitial] tumor which 
rendered spontaneous delivery impossible, sections 
were examined by many methods of staining. Photo- 
micrographs of these specimens of fibroids are re- 
produced. 

The retrogression of the tumor was found to be due 
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to marked lipolysis accompanied by simple sclerosis 
and hyaline, mucous, hydropic, and vascular degen- 
eration. The lipolysis was shown particularly well 
by the use of Sudan III staining. 

Auprey G. Morcan, M.D. 


LABOR AND ITS COMPLICATIONS 


Michael, W. A.: Bandl’s Ring as a Cause of Dystocia 
with a Report of Four Cases. Am. J. Obst. & 
Gynec., 1925, X, III. 

The author reports four cases of dystocia caused 
by Bandl’s ring and comes to the following conclu- 
sions with regard to this ring: 

1. White’s conception of contraction ring does 
not seem tenable. 

2. Adoption of the terms, “persistent retraction 
ring of Bandl”’ and “tonic contracting ring of Bandl” 
is suggested. The former should be applied to cases 
in which, in addition to the ring, there is general 
uterine retraction and the latter, to those in which 
Bandl’s ring alone exhibits contraction. The view of 
Dickinson that the two conditions may represent 
separate stages of the same process is worthy of 
consideration. 

3. Cesarean section as a mode of delivery ad- 
vocated by a number of British obstetricians has a 
high maternal mortality. The usual considerations 
relative to potential infection should govern the 
choice of this operation, but exceptions must be 
made in certain cases. 

4. Entirely apart from the consideration of in- 
fection, which in itself is ample reason, unneces- 
sary vaginal examinations and other manipulations 
should be avoided in the conduct of a perfectly 
normal labor. 

5. In the words of Harper, success in management 
depends upon “‘early recognition, early disappear- 
ance, and early application of conservative methods 
of delivery.” ‘‘Early recognition” requires early 
exploration of the lower uterine segment. 

E. L. Cornett, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Miller, H. E.: Postpartum Care. JN. Orleans M. & 
S.J., 1925, Ixxvii, 504. 

Pituitrin will reduce blood loss in the third stage 
of labor. Following this, ergot in dram doses by 
mouth should be given hourly for six doses, and 
from one to three times daily for three days. 

Fowler’s position and early free movements will 
assist in emptying the uterus and obtaining firm 
contraction. The lochial discharge should be con- 
siderably diminished by the sixth day and serous 
in nature by the tenth day. To this end, vaginal 
douches and even ichthyol tampons should be used. 
Strict asepsis is essential throughout. Tight vulvar 
pads are pernicious, 

If the bladder cannot be emptied spontaneously 
every eight hours, a catheter should be used. Dras- 
tic purgation is to be avoided. Enemata and the 
mildest of cathartics may be employed. 

There is no objection to a full diet from the time 
the patient desires it. Forced feeding and extra 
feedings are undesirable. Fluids, including fruit 
juices, should be’given freely. 

In the cases of multipare the author permits the 
use of a loose abdominal binder. Visitors should be 
restricted. Early free movement should be encour- 
aged, but the patient should not be allowed out of 
bed until the lochia are nearly serous. 

Nursing should be begun from eight to twelve 
hours after delivery and repeated every four hours 
thereafter until the milk comes in. Borated vaseline 
should be spread over the nipples and washed off 
with boric acid solution. At the earliest sign of en- 
gorgement, the breasts should be bound high and 
to the midline by a binder. In severe cases, hot 
stupes will give relief. The author does not approve 
of the use of the breast pump or massage. 

A careful postpartal examination after from six to 
eight weeks is essential. At this time appropriate 
corrective measures may be undertaken. 

Goopricu C. SCHAUFFLER, M.D. 





= > ee - 
oe ee ee ee ee 





GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Blaustein, N.: A Comparison of Renal Function 
Before and After Prostatectomy. Med. J. & 
Rec., 1925, cxxi, 738. 

The author emphasizes the ill effects of urinary 
back-pressure and infection secondary to obstruc- 
tion at the vesical orifice. In ten of his series of 
twenty cases of prostatic adenoma the gland was 
infected. 

In agreement with other urologists, Blaustein be- 
lieves \hat when the combined phthalein return is 
below 25 per cent, when the blood urea nitrogen is 
increased, and when the creatinin is above 3.5 mgm. 
per 100 c.cm. of blood, nothing but drainage of the 
bladder is indicated. 

All of Blaustein’s cases were of the type suitable 
for the two-stage suprapubic operation. The aver- 
age improvement in the phthalein output two 
months after the second stage was 27 to 34 per 
cent. In most of the cases rubber tube drainage of 
the bladder was not instituted after the enucleation. 

Maurice MEttzer, M.D. 


Kuemmell, H.: The Operative Cure of the Insuf- 
ficient Kidney Before Removal of the Other 
Kidney (Operative Heilung der insuffizienten Niere 
vor Nephrektomie der anderen). Zéschr. f. Urol., 
1924, xviii, 633. 

On reviewing his kidney cases Kuemmel was 
struck with the relatively large number in which 
secondary disease could be demonstrated in the 
other kidney, especially in cases of tuberculosis or 
tumor. Since, after operation on the primarily in- 
volved kidney the other kidney rapidly recovers, 
it must be assumed that the secondarily diseased 
kidney became involved by the products of destruc- 
tion of the primarily diseased kidney circulating in 
the blood stream. Experiments on animals seem to 
prove this hypothesis correct. 

Kuemmel believes also that in many cases of re- 
flex anuria changes can be found in the ‘‘sound 
kidney” and were present before the nephrectomy. 
He does not, however, dispute that anuria may have 
a hysterical basis. 

In discussing the treatment of nephritis, particu- 
larly splitting of the capsule and nephrotomy, he 
states that while the decompression of the kidney 
and the resulting hyperemia are important curative 
factors, he believes that the effect of decapsulation 
depends chiefly on its influence on the sympathetic 
fibers which run through the renal capsule in large 
numbers. In a thorough decapsulation to the hilus 
of the kidney, these fibers are torn. Kuemmel be- 
lieves that the effect on the renal artery may be 
similar to that produced by the periarterial sym- 


pathectomy of Leriche. Before nephrectomy, he 
successfully carried out this procedure in one case 
in which the primarily diseased kidney was affected 
by tuberculosis and in another in which it was 
involved by a hypernephroma. The effect on the 
secondarily damaged kidney was so favorable that 
after from four to six weeks a radical operation could 
be done on the primarily involved kidney without 
great danger. The decapsulation of the secondarily 
involved kidney resulted in complete restitution of 
its function. LoEur (Z). 


Bumpus, H. C., Jr., and Scholl, A. J.: 
Stones. Surg. Clin. N. Am., 1925, v, 813. 

This article is a review of 880 cases of ureteral 
stone in 640 of which the stones were removed surgi- 
cally with a mortality of 0.62 per cent, and in 240 of 
which they were removed by cystoscopic manipula- 
tion. Six hundred and one of the patients were males 
and 78 per cent were between the ages of 20 and 50 
years. Seventy-six per cent of the stones were in 
the lower third of the ureter, and the remaining 
22 per cent in various situations in the upper two- 
thirds. 

The cystoscopic and surgical removal of the ure- 
teral stones is discussed in full. 

Of the 640 patients whose stones were removed 
surgically, a further report was obtained from 455. 
Forty-six (10 per cent) had passed stones since the 
operation. 


Ureteral 


BLADDER, URETHRA, AND PENIS 


Pelouze, P. S.: Habit Bladders: A Discussion of 
the Medical and Surgical Aspects of the Effects 
of Habits on the Urinary Bladder. J. Urol., 
1925, xiii, 679. 

The author states that the human bladder is a 
delicately balanced mechanism. With its emptying 
dependent upon an attitude of mind and with minds 
varying so greatly in poise, it is not strange that 
there is much psychological meddling with its nor- 
mal functional bent. Normal bladder function is 
interfered with in a great many ways and these re- 
peated insults lead eventually to certain symptoms 
and pathological conditions. 

Slight deviations from the normal which are noted 
on cystoscopic examination and have been consid- 
ered of no moment may be properly interpreted if 
the observer views them as the expression of a habit. 
The author describes the following conditions of this 
nature: habit pseudo-anatony; habit pseudocon- 
tracture; habit trabeculation; female pseudotrigoni- 
tis; and male sex aberrations. It is contended that 
these conditions, which sometimes cause marked 
symptoms, may be recognized from the history and 


392 





t! 


=a 3s 


cer 
lon 
rar 
cas 
cas 


pre 
the 
is \ 
lig 


aut 
anc 
five 
und 
mal 
age 


nos 
long 
any 
sy 
safe 
nos 
her 
care 

P 
pap 
inal. 


thre 





ise 
ed 
as 
he 
at 
ild 
ut 
ily 


ral 
ral 


» of 
ila- 
les 


in 
ing 
wO- 


ire- 


ved 


155+ 
the 


| of 
ects 
rol., 


is a 
ying 
inds 
that 
nor- 
n is 
 Te- 
oms 


oted 
\sid- 
od if 
abit. 
this 
con- 
zoni- 
that 
rked 

and 





GENITO-URINARY SURGERY 393 


the clinical findings. Relief can be expected only 
when the underlying cause is recognized and the 
habit is overcome. Harry A. Fowter, M.D. 


Culligan, J. M., and Omohundro, M. P.: The Ad- 
vantages of Direct Cystoscopy. Minnesota Med., 
1925, Viii, 368. 

With the direct cystoscope the bladder itself is 
viewed whereas with the indirect cystoscope only a 
reflected and somewhat distorted image of it is seen. 
The direct cystoscope is particularly useful in the 
removal of specimens from tumors of the bladder for 
diagnosis. It is of value also in the removal of foreign 
bodies and of stones which have been crushed with 
the lithotrite. 

The operation of ureteral meatotomy can be 
accomplished successfully through the direct cysto- 
scope, and it facilitates the insertion of three and 
sometimes of four No. 6 ureteral catheters into one 
ureter for the purpose of manipulating a ureteral 
stone. By means of it, various medicaments may be 
applied to the bladder. 

The direct cystoscope is a simple instrument with- 
out lenses which is a combination of cystoscope and 
urethroscope. It does not get out of order readily, 
and it can be easily sterilized. 


Fullerton, A.: The Treatment of Bladder Tumors. 
Irish J. M. Sc., 1925, V, 243. 


A discussion of the treatment of bladder tumors 
centers about two main types—the simple papil- 
lomata and the carcinomata. The other forms are 
rare; in a series of 103 cases the author saw only one 
case of fibromyoma, four cases of sarcoma, and one 
case of suspected sarcoma in a child. 

Great difficulty is encountered in determining the 
presence or absence of malignancy in any given case; 
the pathologist’s report is sometimes misleading. It 
is well known that papillomata tend to become ma- 
lignant. 

Tumors of the bladder are much more common in 
males than in females. More than 70 per cent of the 
author’s patients were males. Both papillomata 
and carcinomata tend to occur late in life. Of fifty- 
five patients with malignant tumors, only five were 
under 50 years of age. The average age of those with 
malignant tumors was 64.5 years, while the average 
age of those with benign tumors was 60 years. 

The author stresses the importance of early diag- 
nosis. He has seen cases which were treated for as 
long as twelve years by drugs and vaccines before 
any attempt was made to ascertain the cause of the 
symptoms. In cases of papilloma, the margin of 
safety is wide, but in cases of carcinoma early diag- 
nosis is imperative. Bladder symptoms, especially 
hematuria in late adult life, demand a prompt and 
careful urological investigation. 

Previous to 1914, the author treated all simple 
papillomata by open operation, using the transvag- 
inal, the transvesical, and the extraperitoneal meth- 
ods of approach. He describes his experience in 
three cases in which he employed the transvaginal 


route. He has used the transperitoneal route in 
about half a dozen cases. When the peritoneum is 
involved and attached to the bladder this method of 
approach allows easy removal of the growth together 
with the adherent peritoneum. 

The extraperitoneal route is the one now most 
widely used. When the ureteral orifice is involved in 
the growth, it may be excised without causing un- 
toward symptoms so long as the muscular coat is not 
encroached upon. The tendency of such growths to 
recur is increased by errors in technique such as 
handling of the tumor with the forceps. The raw 
surfaces of the suprapubic wound should be care- 
fully protected by gauze and the bladder washed out 
both at the time of operation and daily thereafter 
with a solution of silver nitrate. 

In the treatment of villous tumors diathermy has 
become the method of choice. The author’s ex- 
perience with this treatment has been similar to that 
of others reported in the literature. 

The treatment of malignant tumors of the bladder 
has been disappointing. When surgery is indicated 
at all, extensive-resection with complete mobilization 
of the bladder should be done. In order to deal ad- 
equately with the lymphatics, one-half of the bladder 
must be removed. 

The author has had no experience with radium. 
The X-ray was beneficial in only one of four cases in 
which he employed it. Harry A. Fowrer, M.D. 


Finzi, N. S., Webster, D., Morton, R., and Others: 
Discussion on Radiotherapy and X-Ray Ther- 
apy in Diseases of the Bladder and Prostate. 
Proc. Roy. Soc. Med., Lond., 1925, xviii, Sect. Urol., 
15. 

Finzi: Radium when applied externally over the 
pubes, the sacrum, and the perineum is effective only 
if very large quantities and a fairly large number of 
ports of entry are employed. The use of radium per 
rectum has been discontinued because it is not effec- 
tive and it causes burns. Its use per urethram is also 
dangerous. The embedding of radium in the pros- 
tate by operation will probably supersede other 
methods. 

In the newly developed X-ray treatment, from 0.5 
to 0.8 mm. of copper, 3mm. of aluminum, a large 
number of ports of entry, and very penetrating rays 
are employed. The dosage for the tumor is calculated 
as accurately as possible. Combined methods, such 
as the use of radium and the X-rays and of diathermy 
and radium, are valuable. 

In simple enlargement of the prostate, radium has 
been little used. The X-rays, however, seem very 
suitable for this condition. Their advantages are 
that they cause no hemorrhage and practically no 
primary mortality, they do not require a suprapubic 
opening, and they cause only a slight erythema. 
Their disadvantages are that one treatment may not 
be enough, their full effects are not obtained until 
after a period of several weeks, they may make sub- 
sequent operation difficult, they may cause late 
ulceration in the rectum, and their use is associated 
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with the danger of treating a malignant condition 
as a benign condition. The contra-indications to 
X-ray treatment are considerable sepsis of the blad- 
der and pelvic inflammation. 

In malignant disease of the prostate, applications 
of radium through the rectum and through the 
urethra have not resulted in much improvement. 
The new methods of using the X-rays are more 
promising. 

In the treatment of small papillomata of the blad- 
der, diathermy has supplanted radium, but when the 
entire bladder wall is involved radium is valuable. 

Cases of malignant disease of the bladder should be 
operated upon if possible. When they are not oper- 
able, palliative radiation should be tried. 

WEBSTER: Failures and merely palliative results 
in the treatment of bladder and prostate malignancy 
are due to the presence of metastases before the 
treatment was begun. Taking into consideration the 
late stage at which patients usually come for treat- 
ment, the type of the growth, and the early invasion 
in prostatic cases, the few apparent cures reported 
and the frequent marked improvement in the signs 
and symptoms are promising. Possibly further im- 
provements in technique, and especially the com- 
bined use of radium, the X-ray, and diathermy, may 
give more satisfactory results. 

Morton: There are three types of X-ray treat- 
ment: (1) small fractional doses over a more or less 
prolonged period; (2) the full-dose method used at 
Erlangen; and (3) combinations of these two methods 
such as the Dessauer procedure. Every case must be 
treated according to its particular requirements, but 
the full dose should always be given as soon as 
possible. As long as the lesion remains localized 
there is hope. 

The adenomatous prostate responds very satis- 
factorily to X-ray treatment, but this is not true of 
fibrous enlargements due to infection. In a large 
percentage of cases a single full dose, accurately 
applied, gives good results after a period of about six 
weeks. Large dosage is not necessary, but an accu- 
rate system of dosage is essential. 

The only way to obtain more uniform reactions in 
malignancy is to find some means of rendering malig- 
nant lesions more sensitive to the rays. The only 
hope of success lies in very early treatment and closer 
cooperation between the roentgenologist and the 
surgeon. Morton reports no cures of malignancy of 
the prostate, but states that in many cases improve- 
— in both the local and the general condition was 
noted. 

In Morton’s cases of malignant disease of the 
bladder the results were not nearly so favorable be- 
cause in nearly all the condition was very far ad- 
vanced and in a large percentage infection was 
present. Infection of any type is a formidable ob- 
stacle to success in the treatment of malignant 
disease as a successful result depends on a healthy 
and vigorous reaction in the surrounding tissues. 

BROWNE-CARTHEW: After an experience of over 
twenty years in the use of radium Browne-Carthew 


comes to the conclusion that the beneficial effect 
of radium is due to its power to cause contraction of 
the blood vessels and thus diminish the blood supply 
of the affected part. Great care is therefore necessary 
to prevent devitalization of normal tissue. 

Morton: Before irradiation is used in a case of 
adenoma of the prostate the patient should be ex- 
amined by a urologist. Irradiation is often followed 
by retention of urine and cystitis. The mere re- 
moval of the prostatic obstruction is only half of the 
treatment; the other half consists in dealing with the 
bladder and kidney changes. 

In prostatic malignancy the only chance of eradi- 
cating the disease is offered by surgery. The treat- 
ment of tumors of the prostate with a new electrical 
instrument similar to the cautery punch of Young 
has been disappointing. In about 1 per cent of the 
cases diathermy has proved of value. When the 
obstruction in the prostatic urethra is fibrous tissue, 
electrical treatment offers a better prognosis. 

Kip: In tumor formation of the bladder and pros- 
tate seen early, the best chance of a radical cure is 
given by surgery. The improvement in results from 
the modern partial cystectomy and prostatectomy 
is not yet fully appreciated; these methods give much 
better results than X-ray therapy. 

Radium, the X-rays, and diathermy are gaining 
in importance as adjuncts to purely surgical meas- 
ures. Diathermy applied through the cystoscope 
can cure the large majority of simple papillomata 
and nearly half of the malignant papillomata of the 
bladder. In the latter group diathermy followed by 
the implantation of radium emanation seeds may 
improve the results still more. 

In malignant disease of the prostate deep X-ray 
therapy can do little, if anything, except as a pro- 
phylactic measure following operation. It does not 
have a marked effect on the cells of a malignant 
tumor of the bladder, but it will undoubtedly prolong 
life for a year or two and make life more comfortable 
by relieving the pain, hemorrhage, and frequency 
of micturition. This is true also of deep X-ray treat- 
ment in renal malignancy. Favorable effects cannot 
be expected after the second treatment because the 
remaining cancer cells become resistant to X-ray 
bombardment. The mortality of deep X-ray treat- 
ment must be borne in mind. 

By means of aerocystography the size of an en- 
larged prostate or a carcinoma of the bladder can be 
determined fairly accurately—much better than by 
rectal palpation or cystoscopic examination. If it 
can be shown by this method that deep X-ray therapy 
causes an enlarged prostate to shrivel up without 
corresponding fibrosis, such treatment is epoch-mak- 
ing. X-ray therapy is usually directed toward the 
amelioration of symptoms and does not take into 
account the secondary effects of obstruction on the 
entire urinary tract. Consequently every patient 
should be examined thoroughly by a urologist before 
X-ray treatment is begun. 

VILVANDRE: The utmost care in establishing 4 
correct diagnosis is necessary before a claim of cure 
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by X-ray therapy is warranted. This includes the 
cooperation of a competent pathologist. Although a 
tumor may appear to be benign clinically it may 
harbor a carcinoma in its center. In bladder and 
prostatic malignancies the results of X-ray therapy 
are not permanent. Louis NEuwELT, M.D. 


GENITAL ORGANS 


Stellwagen, T. C.: Some Unsuccessful Prostatec- 
tomies. Ailantic M. J., 1925, xxviii, 652. 


From his extensive experience, Stellwagen points 
out pitfalls to be avoided in surgical procedures on 
the prostate. He enumerates the following causes 
of failure: 

1. Fatal hemorrhage due to trauma to the neck 
of the bladder. 

2. Fatal acute ascending pyelonephritis secondary 
to a tear into the rectum. 

3. Fatal apoplexy during anesthesia in a case of 
high blood pressure. Nitrous oxide is dangerous. 

4. Sloughing of the bladder following electrical 
incision of a median bar by the old Bottini method. 

5. Fatal hemorrhage occurring on incision of a 
diverticular sac. Diverticula are always a serious 
complication. 

6. Fatal septicemia secondary to a streptococcus 
abscess complicating adenoma. Such a complication 
must always be recognized and treated first. 

7. Fatal shock due to the trauma of attempts to 
relieve a rigid contracture of the vesical orifice. In 
this case two previous operations on the prostate had 
been performed successfully. 

The author believes that cancer of the prostate is 
becoming more common. He advises roentgen-ray 
examination of the bone structures. Because of the 
danger of malignant change when irritation is set up, 
he urges earlier surgical intervention except in cases 
of uninfected viscus. Maurice MELTzer, M.D. 


Foucault: Torsion of the Sessile Hydatid of Mor- 
gagni and of the Spermatic Cord in a Child 
Aged 11 Months; Resection of the Hydatid; 
Detorsion of the Cord; Recovery (Torsion de 
’hydatide sessile de Morgagni et du cordon sper- 
matique chez un nourrisson de onze mois; résection 
de l’hydatide; détorsion du cordon; guérison). Bull. 
et mém. Soc. nat. de chir., 1925, li, 423. 

Leveuf, J.: Three Cases of Torsion of the Sessile 
Hydatid of Morgagni (Trois observations de torsion 
de l’hydatide sessile de Morgagni). Bull. et mém. Soc. 
nat. de chir., 1925, li, 423. 

In reporting Foucault’s and Leveuf’s cases of tor- 
sion of the sessile hydatid of Morgagni and one case 
of his own, Mouchet stated that there are now re- 
ported in the literature seventeen cases of subacute 
orchitis in children and adolescents due to this cause. 

The patients are usually between 8 and 14 years of 
age. Foucault’s case, that of a child 11 months old, 
was exceptional. 

While torsion of the cord or of the hydatid can 
often be diagnosed before operation, there is no cer- 
tain sign which is pathognomonic of the condition. 
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In cases of acute orchitis, torsion of the cord is sug- 
gested by pronounced redness and the presence of a 
large epididymotesticular mass. In cases of subacute 
orchitis with slight fever and slight scrotal and epi- 
didymotesticular swelling, torsion of the sessile 
hydatid of Morgagni is suggested. 

Acute or subacute orchitis in children or adoles- 
cents which is not the result of urethritis, tubercu- 
losis, or other infection, is always due to torsion of 
the cord or torsion of the sessile hydatid of Morgagni. 
Early operation is indicated to save the testicle. 

W. A. BRENNAN. 


MISCELLANEOUS 


Judd, E. S., Parker, B. R., and Morse, H. D.: Uri- 
nary and Prostatic Calculi. Surg. Clin. N. Am., 
1925, V, 655. 

This article outlines the essential points in the 
differential diagnosis of urinary and prostatic calculi 
and is illustrated by roentgenograms and case re- 
ports of each of the following conditions: nephrolith- 
lasis; stone in the upper third of the ureter; stone 
in the lower third of the ureter; stones in the bladder; 
prostatitis with stones; and urethral calculus. 

The authors discuss also hematuria associated 
with stone; the cause and incidence of recurrence of 
calculi; the treatment of bilateral nephrolithiasis; 
the use of the fluoroscope at the time of operation; 
their experience in handling certain technical dif- 
ficulties; and the value of the cystoscope in the manip- 
ulation and removal of ureteral calculi. 


Dillingham, F. S.: Unusual Urological Lesions. 
California & West. Med., 1925, xxiii, 844. 

Dillingham reports three cases of fracture of the 
penis, one of priapism, one of anaphylaxis, and four 
in which toxins due to ascarides caused hematuria 
and albuminuria. 

In the case of a patient with severe arthritis of the 
right hip no foci of infection could be found in the 
teeth, tonsils, intestinal tract, or elsewhere. The 
prostate was small and showed only such slight in- 
fection that it was not believed to be the source of the 
trouble. However, as no other focus could be dis- 
covered, a thorough course of massage of the pros- 
tate with stripping of the vesicles and the use of an 
antiseptic was instituted. The condition responded 
at once. 

A woman aged 39 years complained of a burning 
pain in the urethra. As no cause could be found by 
cystoscopic or other examinations, skin tests were 
made as a last resort. These showed a strong reac- 
tion to coffee and eggs. When eggs and coffee were 
omitted from the diet the pain ceased. 

In the case of a 5-year-old child with a history of 
hematuria and frequent painful micturition over a 
period of three weeks, pinworms were discovered. 
Their removal was followed by a cure of the cystitis 
in a period of a week. 

In one case of fracture of the penis the blood clots 
were removed, the hemorrhage was arrested, the 
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fascia was lightly sutured, four linear incisions were 
made through the skin the full length of the shaft 
to relieve the excessive oedema, and the organ was 
carefully bandaged. The wound healed by first in- 
tention, and a perfect recovery without deformity 
resulted. In another case a cure without deformity 
was obtained by careful bandaging and rest in bed. 
Louis Gross, M.D. 


Day, R. V., and Martin, H. W: Injuries to the 
Urinary Organs in Relation to Industrial Ac- 
cidents. California & West. Med., 1925, xxiii, 849. 

The conditions for which compensation claims 
are filed most frequently are fracture of the pelvis 
and rupture of the urethra, direct bladder injury, 
injury of the spinal cord with secondary bladder 
involvement, direct injury of the kidneys, and epi- 
didymitis. 

As a rule, the prostate and urethra escape serious 
injury. Injury to the pendulous urethra is also rare. 

Fractures of one or more vertebra and injuries to 
the cord without fracture sometimes cause the so- 
called spinal cord bladder with residual urine, para- 
doxical incontinence, infection, and a typical cysto- 
scopic picture. 


Men doing considerable industrial compensation 
work find that kidney stones not uncommonly 
follow injuries of the spinal cord. 

It is amazing how comparatively little shock is 
associated with the most extensive fractures of the 
kidney provided there are no other complications, 
In two of the authors’ cases in which the kidney was 
completely bisected about midway between the poles 
and nephrectomy was done forty-eight hours after 
the injury, there was very little shock at any time 
preceding or after the nephrectomy. 

If the kidney is not too severely damaged, con- 
servative surgery should be practiced; that is, in- 
cision, gauze packing, and drainage. Sometimes 
when the pressure is relieved by opening up of the 
perirenal space, serious hemorrhage may occur. The 
surgeon must decide at the time of operation whether 
or not it, is safe to leave the bleeding kidney. 

The largest group of patients who are referred to 
the urologist for a report as to compensability are 
those with epididymitis. The authors state that, 
in the absence of a source of bacteria, an inflamma- 
tory reaction will not result even when there is an 
injury to the testicle or epididymis. 

Louis Gross, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Kononowa, E.: The Trophic Influence of the Nerv- 
ous System on the Bone Tissues (Ueber den 
trophischen Einfluss des Nervensystems auf das 
Knochengewebe). Klinitscheskaja Med., 1924, v, 14. 


In a 19-year-old man who previously had been 
perfectly well, paralysis of the left upper arm de- 
veloped gradually two weeks after a gunshot wound 
in the axillary fossa. Later, atrophy and sensory 
disturbances were noted. At the end of nine months 
the arm hung motionless and was shorter, thinner, 
and hotter than the right arm and very painful. The 
pupils were unequal. 

Under treatment by massage and electrical stimu- 
lation, moderate improvement occurred. At the end 
of three years a periarterial sympathectomy by the 
method of Leriche was done. The pain then ceased 
almost entirely and movement and sensation began 
to reappear. Subsequently, however, the condition 
again became stationary. Examination revealed 
atrophy and shortening of the arm, moderate paresis, 
diminution in tonus, absence of reflexes, and a 
change in electrical irritability. Roentgen ex- 
amination showed marked atrophy in the length 
and breadth of the bones of the shoulder girdle and 
the entire extremity. Dilatation of the pupils was 
also noted. 

Since the paralytic manifestations appeared some 
time after the injury the assumption that the con- 
dition was due to a lesion produced by an effusion of 
blood or scar formation is untenable. Pressure from 
a bandage as a cause can be excluded on the same 
grounds. There is, therefore, no explanation of the 
clinical picture of traumatic neuritis, or rather, 
plexitis. The author has reviewed the literature in 
vain for an explanation. He calls attention to the 
relation between peripheral disturbances and dis- 
eases of the sympathetic nervous system which is 
evidenced frequently by the simultaneous occurrence 
of pupillary symptoms, vasomotor-secretory dis- 
turbances, and causalgia. These were all present in 
the case reported, and, with the exception of the 
pupillary dilatation, disappeared after the Leriche 
operation. The trophic disturbance also decreased. 

BANNER-VoIGHT (Z). 


Maxwell, J. P., and Miles, L.M.: Osteomalacia in 
China. Proc. Roy. Soc. Med., Lond., 1925, xviii, 
Sect. Obst. & Gynec., 48. 


China is at present one of the world centers for the 
study of osteomalacia. At Pingtingchow, at about 
the center of the province of Shansi, it occurs in 
from 1 to 3 per cent of child-bearing women. While 
Its effects are more often shown in pregnancy and 
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the puerperium, the condition often begins about 
the time of puberty. 

The disease is due chiefly to a dietary deficiency of 
minerals and of the activator for calcium metabolism. 
Lack of sunlight and movement are contributing 
factors. 

The bones of full-term fetuses from mothers with 
osteomalacia show the signs of osteoporosis rather 
than those of rickets, but there is little evidence 
to suggest that these infants develop rickets more 
easily than the normal child. 

The sequela of the disease are deformity of the 
pelvis and interference with marital relations. The 
former may be counteracted by a planned cesarean 
section, and the latter overcome by a new operation 
in which portions of the pubes and ischium are re- 
sected. 

The ovaries have nothing to do with the disease. 
Therefore it is not necessary to remove them or even 
to tie the tubes if the woman is treated with cod liver 
oil and calcium and this treatment is kept up during 
any future pregnancy. 

By improving the diet and supplying cod liver oil 
it should be possible in due time to stamp out the 
disease. For the prevention of the condition a 
settled government and improved means of com- 
munication are essential. Curster C. Guy, M.D. 


Krogius, A.: Bone Cysts and Giant-Cell Tumors. 
Acta chirurg. Scand., 1925, lix, 1. 


In the case of a man 45 years of age a swelling in 
the lower part of the left femur developed in the 
course of five years after a severe injury. The roent- 
gen ray showed a bone cavity the size of a fist in the 
medial condyle of the femur. After trephination, 
the cavity was found to be filled with a soft tumor 
which was partly dark brown and partly sulphur 
yellow. The neoplasm was removed in pieces and 
the walls of the cavity were scraped with a sharp 
curette. 

On microscopic examination fusiform cells and a 
considerable number of giant cells were found in the 
brown parts of the tumor. The yellow parts were 
composed mainly of xanthomatous cells. The frag- 
ments of the bony walls removed with the scissors 
showed the typical picture of osteitis fibrosa. 

After the operation the condition of the patient 
was entirely satisfactory and an X-ray examination 
twenty months later showed a considerable decrease 
in the size of the bone cavity and marked prolifera- 
tion of bone tissue within it. 

In this case there was no sign of osteosarcoma. 
The lesion was a benign condition resulting from a 
local fibrous osteitis. 

On the basis of this case and findings reported 
by Platou and Konjetzny, the author is inclined to 
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believe that, instead of true sarcomata, the tumors 
previously described as benign myelogenous sar- 
comata with giant cells were formations belonging to 
the group of pseudo-tumors which are produced by 
fibrous osteitis and have been described by Reckling- 
hausen. 


Butler, P. F., and Elward, J. F.: Common Causes 
of Shoulder Pain. Am. J. Roentgenol., 1925, xiii, 
536. 

The authors discuss chiefly the lesions which are 
demonstrable by the roentgen ray. 

According to French’s Index to Differential Diag- 
nosis, the direct causes of shoulder pain include in- 
jury, arthritis, synovitis, fibrositis, myositis, neuritis, 
bursitis, and local paralysis. Indirect causes are an- 
gina pectoris, aneurism, pleural, pulmonary, and me- 
diastinal conditions, gastric lesions, duodenal lesions, 
cervical rib, hepatic lesions, nerve lesions, tumor of 
the neck, spinal tumor, gliosis, and neuroma. 

Other causes that have been suggested are pul- 
monary infarct, actinomycosis of lung, the sub- 
phrenic abscess, perisplenitis, acute pancreatitis, 
suprarenal tumor, tumor of the hypophysis, apical 
tuberculosis, hypertrophic arthritis of the cervical 
spine, and spurs on the clavicle. 

Exostoses in the cervical spine from hypertrophic 
arthritis usually occur in the lower four bodies and 
cause irritation of the brachial plexus. Calcified 
cervical glands (healed tuberculous glands) may also 
cause such irritation. They need not be large to 
affect the nerves. 

Clavicular spurs are usually near the outer end 
and underneath. They may result from periosteal 
injury or may be congenital. They also cause nerve 
irritation. 

Calcified deltoid bursa should be called “opaque” 
deltoid bursa because calcium is not always present. 
The opacity may disappear on the application of 
heat or electrotherapy. 

The explanation given for shoulder pain arising 
from lesions in the neighborhood of the diaphragm 
is that the phrenic nerve has its origin near that of 
the brachial plexus which supplies the shoulder. 

Many of the conditions enumerated may be 
demonstrated by the roentgen ray. A 10 by 12 in. 
film will cover the shoulder, cervical region, clavicle, 
upper thorax, and mediastinum. The demonstrable 
lesions are cervical caries, cervical rib, cervical ar- 
thritis, calcified glands, clavicular spur, opaque 
bursa, aortic aneurism, apical tuberculosis, apical 
neoplasm, mediastinal new growth, Hodgkin’s dis- 
ease, and injuries or lesions in the shoulder itself. 

Wittram A. Crark, M.D. 


Grossman, J.: Three Hundred Cases of Periarthri- 
tis of the Shoulder, with the X-Ray Findings 
of 100. Med. Times, 1925, liii, 131. 

Few patients with periarthritis of the shoulder 
give a history of injury, but the author believes that 
in most cases the condition is caused by severe trau- 
ma, or by trivial trauma frequently repeated. Fe- 


INTERNATIONAL ABSTRACT OF SURGERY 


males are affected oftener than males, the ratio being 
2.5 tox. A number of the author’s middle aged and 
older patients had pyorrhcea. 

The essential lesions are inflammation of the sub- 
deltoid bursa, with or without swelling and usually 
without a calcareous deposit. Occasionally there 
is some laceration of the spinati tendons with swell- 
ing, hemorrhage, the formation of granulation tissue, 
and necrosis of the tendons. The bursa may be 
thickened. 

Pain is referred to the deltoid muscle and its 
attachment to the humerus. Abduction and out- 
ward rotation of the humerus are limited. 

When the subcoracoid bursa is involved, pain and 
tenderness outside the tip of the coracoid process are 
noted in the acute stage. Later there is limitation of 
motion due to adhesions in the bursa. Thisis chiefly 
limitation of rotation with the arm at the side or 
abducted. 

The pain may be very severe and may become 
worse at night. Usually it is relieved by a change of 
position. 

In the differential diagnosis fractures about the 
head of the humerus, inflammation of the sheath of 
the biceps tendon, paralysis of the circumflex nerve, 
arthritis of the shoulder, and sprain of the shoulder 
must be considered. 

When the forward drooping position of the should- 
ers Causes compression of the subcoracoid bursa be- 
tween the coracoid process and the lesser tuberosity 
which results in subcoracoid bursitis, the latter may 
be corrected by holding the body erect. When ad- 
hesions have formed in the bursa, manipulation is 
done under nitrous oxide anesthesia. The shoulder 
is flexed and extended with the arm at the side and 
abducted. The arm is then rotated to the normal 
limit. After manipulation the shoulder is held fully 
extended for a day or two and heat is applied to re- 
lieve the pain. Passive and active movements are 
made until normal motion is obtained. When the 
adhesions are so extensive that they are not entirely 
broken up or when they re-form, open operation 
with removal of the bursa is advisable. 

Frank G. Murpny, M.D. 


Masson, J. C.: Sacrococcygeal Sinuses and Cysts. 
Surg. Clin. N. Am., 1925, V, 737+ 


The opening of a sacrococcygeal sinus is, as a rule, 
in the median line between the tip of the coccyx and 
the anal canal and runs upward toward the lower end 
of the sacrum or coccyx. When the opening is not in 
the median line there is generally a well-marked 
depression at this point and the existing sinus or 
sinuses are the result of previous operations or secon- 
dary infection in the cyst. In many such cases there 
are multiple openings instead of a tubular sinus. 
These openings communicate with a cyst-like cavity 
which may be large, as in the case reported. 

If the sac is obstructed by hair or sebaceous matter 
it will soon become distended with purulent material 
mixed with the normal secretions, and unless lanced 
will rupture spontaneously. The same is true of the 
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more common sinuses. Occasionally multiple open- 
ings will result from long-continued suppuration. It 
has been suggested that the hair found in these si- 
nuses comes from the outside. This may be true in 
certain cases, but in the majority it undoubtedly 
originates within the sinus or cyst and frequently it 
is of a different color from that of the hair on the rest 
of the body. 

Incision and drainage, curettage, or the use of 
caustics is not satisfactory, but if the cyst or sinus is 
thoroughly dissected out, a permanent cure with a 
minimal period of morbidity is obtained. Complete 
removal is frequently facilitated by a thorough in- 
jection of methylene-blue before the operation is 
started. 

Sixty-six of the eighty-one patients whose cases 
are reviewed were males. The oldest patient to be 
operated on for a postanal dermoid was 57 years of 
age, the youngest was 19 months, and the next young- 
est, 16 years. The average age was 30.95 years. 

The majority of these sinuses are probably present 
from birth, but cause little or no trouble until adult 
life is reached. Sixty-nine of the eighty-one patients 
complained of a discharging sinus, and twenty-nine 
complained also of periodic attacks of pain. Fifty- 
six patients had single sinuses and the remaining 
twenty-five had multiple openings. Most of the pa- 
tients believed trauma to be the cause of the condi- 
tion. 

Hair was found in only twenty-nine cases. In ten 
there was a history of the discovery of hair at a 
previous operation or in the discharge. There is no 
doubt that long-continued suppuration often destroys 
the hair follicles. 


Grossman, J.: Osgood-Schlatter Disease. Med. J. 
& Rec., 1925, cxxi, 534. 


Osgood-Schlatter disease is a condition which is 
localized in the tubercle of the tibia and characterized 
by swelling, tenderness, and pain referred to the 
region of the tibial tubercle. The X-ray shows ero- 
sion of the tubercle. 

In the author’s opinion, the condition is due to 
direct or indirect trauma caused by a strain through 
the fibers of the patellar tendon on its attachment to 
the upper diaphysis of the tibia and the tibial tuber- 
cle. The swelling characterizing the disease is due 
to injury to the bursa. 

The chief symptoms are swelling, limping, local 
tenderness, and inability fully to extend the affected 
leg. In the differential diagnosis, osteomyelitis, tu- 
berculosis, bone cyst, and pretibial bursitis must be 
considered. 

The treatment consists in criss-cross strapping with 
adhesive. 

The prognosis is good, but enlargement of the 
tibial tubercle may persist. 

The author reports five cases in all of which the 
condition followed an injury and the diagnosis was 
confirmed by the X-ray. The patients were boys 
ranging in age from 12 to 15 years. 

Frank G: Murpuy, M.D. 
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Lazzarini, L.: Free Transplantation of Living Bone 
(Sul trapianto libero di osso vivente). Arch. ital. di 
chir., 1925, xi, 109. 

The history of transplantation of bone is reviewed 
and an extensive bibliography is given. Various 
questions still remain unsettled, as for example, 
whether the transplanted bone dies entirely and is 
replaced by new bone or whether some of its ele- 
ments remain alive and are nourished sufficiently by 
newly formed elements to regain their vigor and 
participate in the process of bone regeneration. 
There is also the question as to what elements of the 
transplant and the host take part in the process of 
regeneration and, if so, to what extent. In the hope 
of answering some of these questions Lazzarini under- 
took two series of experiments on rabbits. He de- 
scribes the experiments in detail and gives histologi- 
cal pictures of the results. 

Immediately after the transplantation a blood clot 
forms between.the periosteum of the transplant and 
the host. From the third day connective tissue cells 
begin to be substituted for the clot. The connective 
tissue slowly penetrates the haversian canals. The 
growth of connective tissue is not observed on the 
outside of the graft where the periosteum is lacking. 
As the process continues, new bone is formed and old 
bone is gradually removed. New bone is formed by 
the periosteum, but a part of the old bone remains 
and becomes a part of the newly formed bone. These 
facts were determined in cases of transplantation 
in the same animal. 

In homoplastic transplantation the results are 
similar except that the biological process is greatly 
retarded and the results are less marked, the process 
of destruction being greater than the process of re- 
construction and the new bone coming from the 
periosteum of the host or of the transplanted bone. 

Lazzarini emphasizes the importance of preserving 
the periosteum of the bone. The marrow of the 
transplant has no part in the new formation of bone. 

Auprey G. Morcan, M.D. 


Meyerding, H. W.: Surgical Treatment of Chronic 
Lesions of the Bone. Surg. Clin. N. Am., 1925, v, 
709. 

A case of autogenous bone grafting for spondylo- 
listhesis of the fifth lumbar vertebra is reported. A 
curved bone graft removed from the tibia was in- 
serted into split spinous processes from the first 
lumbar vertebra down to the second sacral segment. 
Such a graft relieves the symptoms so that the 
patient is not obliged to wear an apparatus per- 
manently. 

A reconstruction operation for congenital coxa 
vara is described, in which the roentgenogram 
showed marked upward displacement of the femur 
at the neck. The Smith-Peterson incision was used. 
The outer portion of the greater trochanter was 
separated and the outer portion of the neck removed 
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from the intertrochanteric region. The outer end of 
the diaphysis and the outer aspect of the femoral 
head were freshened. These two surfaces were then 
brought together with the leg in wide abduction, the 
abductors having been tenotomized, and the great 
trochanter was sutured at a lower level on the shaft 
of the femur. This modification of the Brackett 
operation for fracture of the hip proved to be a very 
sound method of correcting congenital coxa vara. 
The results shown by the roentgen ray as well as the 
clinical results are all that could be hoped for. 

In removing an internal semilunar cartilage for a 
buckethandle type of fracture, a straight incision 
3.75 cm. long was used. Relief is practically certain 
after removal of the cartilage in this type of fracture. 
As after-treatment, the application of a posterior 
splint for two or three days followed by a firm band- 
age and dressing are deemed sufficient. 

In the report of a case of chondroma of the lower 
end of the femur, the need for microscopic section to 
establish the diagnosis is emphasized. Conservative 
surgery is advisable. When the tumor is completely 
removed the prognosis is favorable. 

A case of fracture and dislocation of the shoulder 
is reported in which an open operation was performed 
in an attempt to bring the parts to their normal ana- 
tomical position. As union was delayed, the fragment 
ends were freshened and a Parham band was applied. 

In a case of non-union of the femur in a child, a 
homogeneous graft from the tibia of the mother was 
used. On account of the extreme osteoporosis and on 
account of difficulty in holding the atrophied and 
weakened extremity, Parham bands were used to 
hold the graft in place. 

The last case reported was a case of benign foreign- 
body giant-cell tumor. The value of exploration and 
of microscopic examination of tissue in cases of 
tumors is again emphasized. The tumor was curet- 
ted and, on account of the marked vascularity of the 
tissues and a history of recurrence with proliferation, 
radiotherapy was employed. 


Henderson, M. S.: Surgical Treatment of Lesions 
of the Hip and Knee and Non-Union of the 
Radius. Surg. Clin. N. Am., 1925, v, 685. 


Henderson reports a case of bilateral congenital 
dislocation of the hips in which a Lorenz bifurcation 
operation was done first on one side, and eight 
months later on the other side. As a result the 
patient gained stability in standing and walking. 
The weight was borne through the hips by bony con- 
tact rather than by fibrous union. This operation 
is limited, however, to comparatively few cases of 
double congenital dislocation. In young children it 
is preferable to turn down a large shelf of bone from 
the iliac wall to furnish a bony ridge for weight bear- 
ing. In unilateral cases nothing should be done if 
movement is adequate and there are no appreciable 
objective symptoms. 

A case of adolescent coxa vara was corrected by 
means of an osteotomy of the neck near the head of 
the femur. It is better to perform the open operation 


and to restore normal relations than to permit the 
patient to go on to adult life with a permanent de- 
formity. 

The third case reported was a case of primary tu- 
berculous lesion in the acetabulum in which a good 
result was obtained by conservative treatment. This 
case illustrates the facts that tuberculous lesions of 
the bone are not incompatible with good general 
health, and that a good functional result can be ob- 
tained by maintaining suitable fixation and carrying 
out general hygienic measures. The treatment must 
be continued until bony, or at least fibrous, ankylosis 
is complete. 

By means of a case in which resection of the knee 
was performed for tuberculosis following nephrec- 
tomy for the same trouble, the author brings out the 
chronicity of tuberculosis of the joints. Patients 
endure the discomfort for years and do not realize 
how extremely troublesome such a lesion is until 
they have had a resection. Resection is advocated 
for chronic tuberculosis of the knee. 

In a case of non-union of the hip with total ab- 
sorption of the neck of the femur a good result was 
obtained by a Whitman reconstruction operation. 

In dealing with a case of non-union of a compound 
fracture of the right radius the author first performed 
a sequestrectomy. A large defect was left in the 
shaft of the radius which resulted in radial deflection 
and serious disability. A second attempt to remedy 
the non-union was made a year and a half later 
by means of a massive bone graft. Union then 
occurred and the deformity was corrected. 


Whitman, R.: The Operative Treatment of Ar- 
thritis Deformans of the Hip Joint. Azn. Surz., 
1925, Ixxxi, 1108. 


Arthritis deformans of the hip joint occurs as the 
result of lowered resistance in the presence of a local 
or systemic infection and a mechanical predisposi- 
tion. The latter may be any deformity or irregular- 
ity of the joint, either congenital or due to injury 
or disease which limits the movements of the joint 
surface and thus sets up friction. 

The treatment requires the elimination of any 
source of infection, improvement of the general con- 
dition, and adaptation of the patient’s activities to 
his disability. In addition, baking, massage, electri- 
cal stimulation, rest in bed, traction, and splinting 
give temporary relief. 

In the operative treatment of painful deformed 
joints, arthrodesis may be performed in the posi- 
tion of slight flexion, abduction, and outward ro- 
tation, but in a very large percentage of cases this 
procedure is unsuccessful and the adduction de- 
formity returns. The reconstruction operation of 
Whitman is therefore preferable. This consists in 
transplanting the greater trochanter to the outer 
side of the shaft of the femur and reducing the size 
of the femoral neck and forcing it into the acetabu- 
lum where the cartilage is in fairly normal condition. 
Osteophytes, if present, are removed. On the com- 
pletion of the operation a plaster spica is applied 
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with the limb in about 25 degrees abduction, After 
about four weeks this is removed and the limb then 
suspended in a Balkan frame to permit active and 
passive movement. After several weeks a course of 
physiotherapy is given. 

In twenty-five reconstruction operations per- 


‘formed at the Hospital for the Ruptured and Crip- 


pled, New York, there has been but one death from 
embolism. The purpose of this operation is to re- 
store a useful degree of joint function while that of ar- 
throdesis is to produce a stiff and painless joint. The 
majority of patients upon whom a reconstruction 
operation has been performed have been women. 
Since the operation all have been able to resume 
their household duties. | Rupotpn S. Reicu, M.D. 


FRACTURES AND DISLOCATIONS 


Palma, R.: The Effect of Sympathectomy on the 
Union of Fractures (Influenza della simpaticec- 
tomia sul processo di riparazione delle fratture). 
Ann. ital. di chir., 1925, iv, 85. 

Palma reports a series of experiments which were 
performed on rabbits to study the process of bone 
repair in fractures following sympathectomy. The 
inferior cervical ganglion was removed on one side 
and both radii were fractured. As the ulna served 
as a splint for the radius, it was unnecessary to use an 
immobilizing apparatus which might have led to 
error in the interpretation of the results. Removal 
of the cervical ganglion was done in preference to 
periarterial sympathectomy because _periarterial 
sympathectomy is difficult to perform on the small 
vessels of rabbits and its results are not permanent. 

The animals were examined with the X-ray on 
the fifth, tenth, fifteenth, twentieth, thirtieth, and 


forty-fifth day after the operation and histological 
examinations were made of the bones of those which 
were killed on these days. The results of the experi- 
ments are described in detail and illustrated with 
roentgenograms and photomicrographs. 

Both the X-ray and the histological examination 
showed much more rapid consolidation of the frac- 
ture and disappearance of the callus on the sym- 
pathectomized side than on the control side. By in- 
creasing the blood supply of the fracture area the 
sympathectomy increased the vital exchange in this 
site. The results prove the great importance of the 
blood supply in the repair of fractures. 

Auprey G. Morcan, M.D. 


Santee, H. E.: Fracture of the Lower End of the 
Right Femur with Pin Traction and Tong Sus- 
pension. Ann. Surg., 1925, 1xxxi, 1187. 


Santee reports the case of a 33-year-old man with 
a transverse fracture of the right femur 3 in. above 
the condyle and posterior displacement of the distal 
fragment with overriding. 

A Steinmann pin was inserted through the tibia 
and traction of 25 lbs. was applied with the knee 
flexed and the limb suspended in a Thomas splint. 
After twenty-four hours the traction was increased 
to 30 lbs. and the overriding was overcome in a period 
of forty-eight hours. The posterior displacement of 
the lower fragment was corrected by the insertion 
of sharp tongs into the lower fragment and the use of 
8 lbs. of overhead traction. The tongs were removed 
after twelve days, but the Steinmann pin was left 
in for fifty-one days as union was slow. A walking 
caliper splint was then applied. 

The patient made an uneventful recovery. 

Rupopu §S. Reicu, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Hustin, A.: An Angioma of the Face Successfully 
Treated by Intravascular Injections of Con- 
centrated Sodium Citrate (Angiome de la face 
traité avec succés par des injections intravasculaires 
de citrate de soude concentré). Bull. et mém. Soc. 
nat. de chir., 1925, li, 395. 


Hustin recently treated a case of angioma of the 
face successfully by the intravascular injection of 
100 per cent sodium citrate. The patient was an 
18-year-old girl who had a tumor the size of a nut 
just outside of, and below, the labial commissure. 
Recently this tumor had been growing. The mucous 
membrane was normal, but the skin over it showed 
small protrusions, some of which were of a violet 
color. The violet spots were dilated veins. The 
tumor was soft and non pulsatile and resembled a 
bundle of worms. 

Two cubic centimeters of sodium citrate were in- 
jected into one of the violet protrusions, the injec- 
tion being repeated eight times at intervals of five or 
six days. The last injections were difficult as the 
protruding veins could no longer be seen and the 
injections had to be made by guesswork. In three 
months a complete cure was obtained; at the end of 
that time there was no tumor, though several small, 
pigmented violet spots remained. 

Morestin had recently treated such cases by ligat- 
ing the external carotid artery and the facial and 
lingual veins and injecting into the angioma a solu- 
tion composed of equal parts of formol, alcohol, and 
glycerin. 

Hustin thinks his method is better than that used 
by Morestin because it is painless and simple, and 
does not confine the patient to bed. ‘ 

In the discussion of this report Sorrel objected 
that Hustin’s case was a case of angioma in the 
process of transformation into a cirsoid aneurism and 
that in ordinary cases in which there is no vascular 
dilatation the injections cannot be made without 
danger of hemorrhage and scarring. He stated also 
that, in his opinion, the veins that were obliterated 
by the injections were only efferent tracts and there- 
fore he does not see how their obliteration could have 
decreased the size of the tumor. Ligation of the 
artery cuts off the blood supply, ligation of the ef- 
ferent veins protects from embolism, and the formol 
solution injected into the tumor itself brings about 
sclerosis without danger of scarring. He admitted 
that Hustin’s method is simpler, but thinks that 
Morestin’s procedure is much more complete and 
should be given the preference until the value of 
Hustin’s method is proved by further testing. 

Cunéo pointed out that venous angiomata are 
made up of very greatly dilated capillaries and that 


there is no evidence that Hustin’s case was under- 
going evolution into a cirsoid aneurism. 
Auprey G. Morcan, M.D. 


BLOOD; TRANSFUSION 


Meeker, D. O.: Theoretical Explanations of Eryth- 
rocytic Sedimentation. Clifton M. Bulll., Clifton 
Springs, N. York, 1925, ii, 72. 

The author describes the technique of measuring 
the rate of sedimentation of the erythrocytes. When 
the cell count is lower than three million the exact 
time of sedimentation is difficult to determine because 
of the nebular trail of corpuscles scattered behind the 
main portion of the cells. According to Mathews, 
the viscosity of the serum may be greatly changed by 
the formation of an extremely small amount of fibrin 
from fibrinogen. Other factors include the presence 
of agglutinins, changes in the electrical charges on 
the cells, changes in the hydrogen-ion concentration 
of the serum which may approach the iso-electrica] 
point of one or more of the serum proteins, and the 
temperature of the suspension. 

According to the most acceptable theory, a de- 
crease in the sedimentation time depends on a pro- 
tein phenomenon, a disturbance of the normal glob- 
ulin-fibrinogen ratio in the blood. Other hypotheses 
attribute it to agglutination and to an increase in the 
ratio of cholesterol to lecithin. 

In summarizing, Meeker gives five explanations 
for variations in the sedimentation time. With the 
exception of the auto-agglutination theory and the 
cholesterol imbalance theory, these hypotheses, he 
believes, are closely related. He assumes that an 
increased sedimentation rate of the erythrocytes 
is the result of electroprotein reactions, the exact 
mechanism of which is unknown. 

Emit C. RopirsHek, M.D. 


Mayo, W. J.: The Physiology and Pathology of the 
Blood in Relation to Surgery. J. Michigan State 
M. Soc., 1925, xxiv, 231. 

The formed elements of the blood are the white 
cells, the red cells, the blood platelets, and various 
morphological modifications of these elements. The 
accepted ratio of 5,000 white cells to 5,000,000 red 
cells and from 225,000 to 300,000 blood platelets to 
1 c.mm. of blood is merely a statement of averages 
which at the present time we call normal. 

In the embryo, the reticulo-endothelial and lym- 
phoid organs take part in the formation of the blood; 
up to the fifth month the liver and spleen are sources 
of the cellular elements of the blood. There are many 
reasons for the belief that the white cell is the primi- 
tive blood cell. The blood of invertebrates contains 
no hemoglobin and is therefore transparent and 
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yellowish or white. The amphioxus, a cordate which 
has been suggested to be the connecting link between 
the invertebrates and the vertebrates, is commonly 
said to be the only vertebrate with white blood. The 
primitive white blood cell is found in the fetus and in 
all of the lower orders of life that have a circulating 
medium. 

Carrel, in discussing the potential immortality 
of living tissue which is provided with nutrition and 
whose waste products are removed, calls attention 
to the lymphocyte as a tiny, freely moving white 
cell which carries to fixed cells the essentials of 
growth, a function evidenced by the action of the 
lymphocyte in the healing of wounds. The lympho- 
cyte is not only concerned with the healing of wounds 
but is one of the chief defensive agents in infectious 
processes, second only in superior phagocytic power 
to the large mononuclear white cell. 

The differential diagnosis of diseases which involve 
the white cell depends to a great extent on changes 
in the numerical relation, form, shape, and general 
characteristics of the white cell. Especially must 
the importance of the abnormal type of white cell, 
such as the myelocyte, be studied in the acute leu- 
kemias and similar dyscrasias in which the white 
cell count is often not so significantly increased as in 
the chronic leukemias. In the acute infections much 
valuable information is gained from a qualitative and 
quantitative study of the leucocyte. 

In a general way we know that the red blood cell 
is a descendant of the white blood cell. The blood 
of the vertebrates is red because it contains hemo- 
globin, and the hemoglobin, to each molecule of 
which iron contributes one atom, is carried by the 
red cell. Formerly it was believed that the red cells 
were completely renewed every seven days. but it is 
now known, through the work of Ashby, of the Mayo 
Foundation, that the red cells may live for many 
weeks. The red cell conveys oxygen to the tissues, 
takes carbon dioxide from the tissues to the lungs for 
expiration, and in the lungs receives a fresh supply 
of oxygen. The red cells function but have no nu- 
cleus and therefore no power of reproduction. In 
the anemias, blood transfusion clearly demonstrates 
the value of the carriers as a temporary aid to re- 
habilitation. 

The relation of the blood platelets, which are de- 
rived from the megakaryocytes of the bone marrow, 
to blood clotting and the purpuras has become evi- 
dent, as well as the agency of the spleen in the de- 
struction of blood platelets, which may cause a drop 
from a normal count of from 225,000 to 300,000 or 
more to 40,000 or less, causing chronic purpura in 
= splenectomy has given striking curative re- 
sults, 

We can look on the vascular system as channels 
for transporting cellular elements in a liquid medium, 
the blood plasma. Until recently, our knowledge 
ended there, but today, through physicochemical 
studies we are learning much concerning this problem. 
We see the blood plasma carrying nutrition to all 
parts of the body, effete substances which are to be 


eliminated to the emunctories, and chemical sub- 
stances, spoken of as internal secretions, which co- 
ordinate the fundamental vegetative functions and 
finally assist in returning carbon dioxide to the lungs 
for exhalation. 


Sokolof, N. W.: The Importance of Specific Or- 
ganic Immunity and the Biochemical Struc- 
ture of the Blood in Homotransplantation (Die 
Bedeutung der organspezifischen Immunitaet und 
biochemischen Struktur des Blutes fuer die Homo- 
transplantation). Zétschr. f. Immunitaetsforsch. u. 
exper. Therap., 1925, xlii, 44. 

The author experimented on rabbits, transplant- 
ing testicles, ovaries, and thyroid glands. These 
organs were transplanted intraperitoneally and 
then examined after three or four weeks. 

It was found that in animals previously treated 
with the specific organs, the transplant was attacked 
by more or less necrotic or connective tissue de- 
generation, whereas in rabbits that were not so 
treated the transplants remained in good condition. 
From these findings the author draws the conclusion 
that the preliminary treatment caused the forma- 
tion of antibodies which interfered with the healing- 
in of the transplant. In fact, he was able to demon- 
strate such specific antibodies in the blood serum by 
the complement-fixation and Abderhalden methods. 
Specific antibodies were formed immediately after 
the transplantation in animals not previously 
treated, but these became paralyzed as soon as a 
definite circulation was established around the trans- 
plant. 

Sokolof reports also some blood studies which 
throw light upon the biochemical differences be- 
tween animals. As regards iso-agglutination, he dif- 
ferentiates three types of rabbits. The best results 
in transplantation were obtained when the trans- 
plantation was done within homologous groups 
with a biochemical relationship. In groups which 
differed with regard to the iso-agglutination of red 
blood cells, necrosis of the transplant resulted more 
readily. 

The author therefore concludes that in clinical 
cases a preliminary iso-agglutination test should al- 
ways be made before a transplantation is done. 

Wo rsoun (Z). 


Feissly, R.: The Treatment of Hemorrhage in the 
Hzmophiliac by Correcting the Coagulability 
of the Blood (Contribution a la thérapeutique des 
accidents hémorragiques chez l’hémophile par la 
correction in vivo de la coagulabilité sanguine). 
Presse méd., Par., 1925, xxxiii, 301. 


The essential characteristic of the hemophiliac 
diathesis is delay in the coagulation of the blood. 
The author has found that the decrease in coagu- 
lability is due to an abnormality of the serozyme, 
a precursor of thrombin, as the result of which the 
serozyme is set free only after a considerable delay 
and thrombin is formed slowly. As the addition of 
normal serozyme overcomes this abnormality in 
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vitro, he concluded that it might be possible to 
overcome it in vivo by supplying normal blood. 

He found that in some cases the transfusion of as 
little as from 10 to 20 c.cm. of citrated blood was 
effective. Blood which before the transfusion re- 
quired from an hour and a half to twelve hours to 
coagulate, coagulated after the transfusion in from 
twelve to thirty-five minutes. The effect lasts not 
longer than twenty-four hours, but this is long 
enough to stop hemorrhage. 

Injections of sodium citrate and of blood from 
which the cells had been centrifugalized had no 
effect, proving that it is neither the sodium citrate 
nor the cells which are responsible for the increase in 
coagulability. The blood of one hamophiliac in- 
jected into another and intravenous injections of 
other substances such as extract of corpus luteum 
and hamoplastine had no effect. 

Auprey G. Morcan, M.D. 


INTERNATIONAL ABSTRACT OF SURGERY 


Pancoast, H. K., Pendergrass, E. P., and Fitz-Hugh, 
T., Jr.: The Present Status of the Roentgen 
Treatment of Purpura Hemorrhagica by 
Irradiation of the Spleen. Am. J. Roentgenol., 
925, xiii, 558. 


This article reports six cases of purpura hemor- 
rhagica which were treated by roentgen irradiation 
of the spleen with doses of one-fifth of an erythema 
dose according to the method which was proposed by 
Stephan. 

Two of the patients are dead. Four were benefited 
symptomatically but still show evidences of the 
chronic condition. None can be regarded as cured. 

The authors believe that massive irradiation of 
the spleen offers more promise and have already 
begun experiments along this line. 5 

The article contains also a review of the literature 
and of the results of other forms of treatment. 

Emit C. RopitsHex, M.D. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Bollman, J. L.: Experimental Observations on 
Glucose as a Therapeutic Agent. Surg. Clin. 
N. Am., 1925, v. 871. 

Since glucose is essential for so many and such 
important normal body functions, it is not surprising 
that it is an efficient therapeutic agent in pathological 
conditions. In experimental studies, marked bene- 
ficial effects were observed from its administration to 
animals under various conditions. Its effect may be 
regarded as specific in the hypoglycemia which 
follows removal of the liver, in some cases of extensive 
hepatic destruction, and in hyperinsulinization. 

Some of its indirect effects may be due to its value 
as a food. Glucose alters the nature of metabolism 
so that there is a greater utilization of carbohydrates 
and a decrease in the destruction of protein and fat. 
The reduction of protein catabolism may have an 
important bearing on the processes of tissue repair. 
Reduction in nitrogen waste eliminated by the kid- 
ney diminishes the work of the kidney. 

Glucose plays an important part also in the oxida- 
tion of fatty acids. Insufficient oxidation of glucose 
results in the accumulation of fatty acid residues 
with resultant acidosis. Toxic substances, such as 
phenols, cresols, and camphor, are detoxified by 
direct combination with glucose to form the less toxic 
glycuronates. Glucose as a diuretic may be of value 
in the elimination of toxic materials from the body. 

In experimental conditions involving hepatic 
damage such as complete removal of the liver, Eck’s 
fistula, partial removal of the liver, necrosis of the 
liver due to hepatic poisons such as chloroform and 
phosphorus, and obstructive jaundice, the adminis- 
tration of glucose has been found of great value. In 
conditions involving renal, gastro-intestinal, or pul- 
monary impairment its effects are less striking, but 
there are many cases in which it is a distinct adjunct. 

A simple technique is described for the prepa- 
ration of glucose solutions for intravenous injection. 


Kelly, H. A.: A New Surgery. Med. J. & Rec., 1925, 
Cxxil, 1. 

Kelly describes in detail the use of the acusector, 
desiccation, and coagulation, which he claims will 
lead to many modifications of surgical technique. 

The acusector or so-called radio knife consists of a 
fiber handle armed with a needle which is in circuit 
with a sterilizable cord. In dividing the tissues with 
this knife no pressure is used. The speed of the opera- 
tion is controlled by slight regulations of the current. 
Divided lymphatics are sealed and capillary oozing 
isdiminished. The one danger is that, as the division 
of the tissues ahead of the needle point proceeds in 


a manner so remarkable and unexpected, the peri- 
toneum and contiguous bowel may be easily severed 
with one slight stroke. 

Desiccation is a process by which the high tension 
of a monopolar spark placed at the end of a needle 
into the superficial tissues dehydrates and reduces 
them to a dry powdery condition. This procedure 
is indicated for the removal of moles, fibrous growths, 
epitheliomata, and hemorrhoids. 

Coagulation is done with a bipolar current de- 
livered at a needle point which will break down the 
cellular structure of the tissues and condense them 
into a necrotic mass. This method is valuable in 
the treatment of epitheliomata, chronic cervicitis, 
and cervical cancer. H. Hoyt Cox, M.D, 


ANZSTHESIA 


Vaquié, G. E.: Spinal Anzsthesia (Considérations 
sur la rachianesthésie). Presse méd., Par., 1925, 
XXxili, 405. 

The author has performed 2,250 operations under 
spinal anesthesia without a serious complication. 
The formula for the solution he uses in the induction 
of the anesthesia is as follows: stovaine, 0.75 gm., 
alypin, 0.15 gm., strychnine sulphate, 0.001 gm., and 
distilled water, 10 c.cm. This is sufficient for ten 
ampoules. Vaquié is considering simplifying this 
formula still further by omitting the strychnine. 

The injection may be made between the first and 
second dorsal, the third and fourth lumbar, or the 
fourth and fifth lumbar vertebra. Vaquié has rarely 
employed the first site as he has generally obtained 
satisfactory anesthesia in the use of one of the 
others by lowering the patient’s head for a while 
after the injection. All of his operations were per- 
formed below the nipples. 

The injection is made slowly, the needle being held 
firmly with the index, middle finger, and thumb so 
that it willnot bend. Four or five c.cm. of spinal fluid 
are removed and 1 c.cm. of the anesthetic fluid diluted 
with an equal amount of spinal fluid is injected. 

After the operation the patient is placed in his bed 
in a darkened room with care to avoid any sudden 
movement. He should lie flat, without a pillow and 
should not be allowed to make the slightest move- 
ment, especially not to lift his head. His lips may be 
moistened with gauze dipped in water, but he should 
not be given a drink until after three or four hours. 

The only contra-indications to spinal anesthesia 
are a collection of pus beneath the mesocolon and a 
meningeal process. The discomforts were an occa- 
sional slight headache, nausea, or vomiting. These 
may occur after simple lumbar puncture. The anzs- 
thesia lasts for from an hour and a half to two hours 
and a half. Auprey G. Morcan, M.D. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Wahl, H. R.: The Effect of X-Ray and Radium 
Therapy upon Tissues. Radiology, 1925, iv, 384. 


There are probably two cellular effects of radia- 
tion therapy. One is non-specific but destructive, 
occurring in the young cells of a tumor. The other 
is a specific stimulation of the natural body defenses. 
The latter affects the cells which have resisted the 
direct action of the X-rays or radium. 

To secure the maximum effect, the dosage must 
not be too large or too small. The proper dosage 
varies with each case. There is no such thing as a 
cancer dose or a sarcoma dose. Of the four factors 
which enter into the determination of the dose, only 
one, the radiological technique, is constant. The 
three variants are: the patient, the nature of the 
tumor, and the location of the tumor. 

Wahl believes that before the radiologist can 
intelligently and efficiently employ the X-rays and 
radium, he must know the anatomical relations, the 
histological structure, the biological type, the dura- 
tion, the mode of extension, and the possible 
secondary complications and the patient’s physical 
condition. Cuar_es H. Heacock, M.D. 


Barclay, A. E.: The Problem of Malignancy from 
a Purely Radiological Standpoint. Lancet, 1925, 
ccviii, 1286. 


Under the term ‘“‘cancer” are included a number 
of diseases that are characterized by cell overgrowth 
and that normally end in death. Some of these may 
be favorably influenced or cured by radiotherapy 
whereas others, which are apparently identical his- 
tologically, are refractory to such treatment. TIllus- 
trative cases are reported in detail.’ 

This observation has convinced Barclay that some 
unknown factor is present in malignancy, of which 
the growth is merely a local manifestation. He be- 
lieves that this unknown factor is a blood condition, 
possibly a very delicate biochemical change that, 
under favorable circumstances, has a selective stimu- 
lating action on the growth of certain types of cells. 
The type of the cell is determined by the nature of 
the biochemical change. 

If, for some unknown reason, this factor disappears 
leaving only the local growth as evidence of the 
disease, a “‘cure” may be brought about by com- 
plete removal of the growth by operation or by radio- 
therapy if it is radiosensitive. On the other hand, if 
it persists, removal of the growth will merely delay 
the ultimate cachexia and death. 

Until this unknown factor or underlying systemic 
cause is ascertained, the treatment of cancer by 
radiotherapy or other means will remain an uncertain 
problem. ApotpH Hartune, M.D. 


MISCELLANEOUS 


Gauvain, Sir H.: The Organization and Work of a 
Light Department in a Hospital for Surgical 
Tuberculosis. Lancet, 1925, ccix, to. 


In a hospital for surgical tuberculosis, to reduce 
the risk of fire the walls to the height of 4 ft. and the 
floors were covered with sheet asbestos. A motor 
generator was used to reduce 110 volts to 70 volts. 
Two cables were supplied, one for the 110-volt current 
and one for the 70-volt current. Necessary switch 
boards with ammeters, voltmeters, fuses, and plugs 
were fitted up. ‘The majority of the cases treated 
have been cases of lupus vulgaris. 

Installation obtained from the Finsen Institute 
included two 75-ampere carbon arc lamps. each 
capable of treating eight ambulatory patients; six 
20-ampere carbon arc lamps for recumbent patients; 
and three water-cooled Finsen-Reyn 20-ampere 
carbon arc lamps for local treatment of lupus. 

During the last few years considerable attention 
has been paid to ultraviolet radiation, especially the 
short-wave ultraviolet rays. The value of such rays 
in rickets has been well demonstrated. Their tonic 
action has alsoattracted much attention. According- 
ly, on the 110-volt circuit provision was made for the 
mercury vapor, tungsten arc, and iron arc lamps. 
The short-wave rays have very little penetrative 
power, but as they have a powerful superficial ne- 
crotic action, caution is necessary in their use. In 
some conditions, such as acute neuritis of undis- 
covered origin, their effect is remarkable. 

During the treatment, ambulatory patients first 
face the light, sitting. When their backs are exposed 
they are permitted to read. They sit as near the 
lamps as the heat will permit, the nearer the better, 
as the intensity of the light varies inversely as the 
square of the distance from the source. The current 
used is a direct current. The positive electrode is 
above. In this way an incandescent crater is pro- 
duced on the under side of the upper electrode. 

In the Finsen-Reyn lamps the light is derived 
from an automatically fed scissor-shaped arc, and is 
focused through a cylinder which contains five quartz 
lenses and is filled with distilled water to filter off 
most of the heat rays. The light appears to have a 
selective action on infiltrated tuberculous tissue. The 
intense reaction lasts for several days. 

Other lamps considered are the air-cooled mercury 
vapor and tungstén arc lamps which have a quick 
effect at first but after a few treatments seem to be 
less effective. They are more valuable for local lesions, 
sinuses, ulcerated lupus, suppurating glands, and 
scrofuloderma. In cases of superficial local lesions 
the water-cooled iron arc lamp has proved beneficial. 

LLEWELLYN R. Lewis, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Fry, H. J. B.: Remarks on a New Flocculation Re- 
action for the Serodiagnosis of Malignant Dis- 
ease. Brit. M.J., 1925, ii, 4. 

The author describes the preparation of an antigen 
and a simple flocculation reaction for the diagnosis of 
malignant disease. 

By the use of this antigen in 500 cases comprising 
both malignant and non-malignant conditions, a 
correct result was obtained in 75 per cent. Healthy 
persons gave a uniformly negative reaction except in 
one instance. 

In the absence of malignant disease, flocculations 
seldom occur in syphilitic conditions, but a control 
Wassermann test is advisable. 

In acute febrile conditions—tuberculosis or sepsis 
—positive flocculations may occur. 

SAMUEL Kaan, M.D. 


Caylor, H. D.: Epitheliomata in Sebaceous Cysts. 
Ann. Surg., 1925, \xxxii, 164. 

Sebaceous cysts may develop in almost any por- 
tion of the body covered by epidermis, even the 
palms of the hands. They are retention cysts caused 
apparently by obstruction of the duct of the gland 
by an accumulation of sebum. All sebaceous cysts 
should be removed because they may become the 
sites of malignant tumors. Approximately 3.44 per 
cent of the sebaceous cysts reviewed by the author 
eventually became malignant. Excision is indicated 
if the lesion is ulcerated and is imperative if the 
lesion recurs. 

Obviously, therefore, all sebaceous cysts should 
be examined carefully for malignant change. In 
the development of epithelioma in the cysts studied, 
heredity was apparently an etiological factor since 
58.33 per cent of the patients gave a family history 
of malignancy, while only 13.83 per cent of those with 
simple uncomplicated sebaceous cysts gave such a 
personal or family history. 

While local irritation may favor the development 
of the malignant change, it was not the most impor- 
tant factor. 


GENERAL BACTERIAL, MYCOTIC, AND 
PROTOZOAN INFECTIONS 


Dew, H. R., Kellaway, C. H., and Williams, F. E.: 
The Intradermal Reaction in Hydatid Disease 
and Its Clinical Value. Med. J. Australia, 1925, i, 
471. 

The intradermal reaction in hydatid disease pre- 
sents two phases, an ‘‘immediate” urticarial wheal, 
and a “delayed” erythema and oedema of the sub- 
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cutaneous tissues. The former is the essential 
feature of the reaction. 

In carrying out the test, it is important that the 
injection be intradermal and that the patient be 
observed for the first half hour and at the end of 
twenty-four hours. 

The test is specific, but controls must be provided. 
Experience in interpreting it is necessary to avoid 
pseudopositive readings. 

In pre-operative or doubtful cases the intrader- 
mal reaction is of extreme value. In uncomplicated 
cases it is much more reliable than the complement- 
fixation test. 

Suppuration or rupture does not cause loss of the 
power to react, but inhibits or suppresses the de- 
layed phase. 

In postoperative cases the test always remains 
positive, and even in cured patients there may be 
a positive reaction sixteen years after operation. 

SAMUEL Kaun, M.D. 


SURGICAL PATHOLOGY AND DIAGNOSIS 


MacCarty, W. C.: The Study of Fresh Tissue as 
an Aid to Clinical Diagnosis, Treatment, and 
Prognosis. Surg. Clin. N. Am., 1925, v, 701. 


The author states that a study of the microscopic 
structure of human tissues and their component 
cells during life can be made, is being made, and must 
be made if we are to render the greatest possible 
service to the patient. The expert morbid anatomist 
who has had his training at autopsy with low-power 
lenses must either avail himself of the new opportuni- 
ty which operative surgery has given or be willing to 
grant just and unbiased consideration to those who 
have done so. He must not think that because he 
has not learned new facts from fresh tissue or cannot 
do it, that it is impossible. The study of living tis- 
sues or tissues which are not fixed and embedded is 
one thing, and the study of dead tissues with their 
postmortem changes distorted by changes coincident 
to fixation and embedding is another. The one 
should not be utilized as a standard of criticism for 
the other. Each has its place in our medical activi- 
ties. 

At operation the problem is to distinguish a be- 
nign from a malignant condition; it is a problem, not 
of terminology or nomenclature, but of clinical be- 
havior. The object is to clarify the immediate and 
remote prognosis for the purpose of determining the 
therapy. 

The day is past, or should be, when we acted on 
the rule ‘‘When in doubt perform a radical oper- 
ation.” If we are to have a rule let it be, ‘When 
in doubt explore and have expert diagnosis of the 
fresh tissue.” 
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